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SOME OBSERVATIONS ON ANAESTHETICS 


ADMINISTERED IN 


GENERAL PRACTICE 


G. C. Airey, M.R.C.S., L.R.C.P. 


Umtata 


These observations are based on 8,000 anaesthetics 
dating from 1947 and covering every type of abdominal 
surgery, traumatic surgery of all kinds, some chest 
surgery and thoraco-abdominal surgery and ENT 
operations, as well as dental extractions. It includes 
children as well as adults; in the former category 
anaesthetics were mainly administered for tonsillectomies 
and adenoidectomies. 


From 1947 to 1952 anaesthetics mainly consisted of 


gas and oxygen, or gas, oxygen and ether, with initial 
induction by Pentothal (thiopentone). Pre-operative 


medication has, for practially all cases, consisted of 


Nembutal (pentobarbitone) and atropine. 

As our confidence increased we began to consider an 
alternative agent to ether which, although very safe to 
use, had certain disadvantages. Firstly, unless relaxants 
were used, a fairly considerable quantity of ether was 
consumed per anaesthetic, especially in the hot weather: 
secondly, the patients suffered so much discomfort after- 
wards, when its sickly smell was accompanied by post- 
operative nausea and vomiting in varying degree. To 
anyone who has had ether, its smell seems to pervade 
everthing for two or three days. Cyclopropane seemed to 
offer the best and most comfortable post-operative 
recovery, and gradually we began to use it by routine 
in healthy adults with no history of heart disease. The 


incidence of post-operative discomfort as a result of 


anaesthesia swiftly declined. We seem to have been 
fortunate in that only in a few cases did cardiac irregula- 
rities arise; and when the agent was immediately changed 
they subsided. All patients had an uneventful and 
comfortable post-anaesthetic course. Another advantage, 
especially in short-staffed wards, was the rapid recovery 
of consciousness, which meant that minimum time was 
spent in ‘specialing’ the case—in marked contrast to 
recovery from ether. 

During this period 1947-1952 we began to experiment 
with Myanesin (mephenesin), curare, and Intercostrin 


(curare preparation). We found the other two not really 
satisfactory in comparison with curare; but curare 
appeared to leave too little margin for error and therefore 
did not seem suitable for use by general practitioners 
who were learning the practice of anaesthesia—which, 
as in most other subjects, is very different from 
the theory. Then Flaxedil, (gallamine triethiodide) came 
in, and has remained the relaxant of choice, since it 
gave one a greater feeling of security. 

In the same period, endotracheal tubes were passed 
under pentothal anaesthesia. In retrospect this was a 
nerve-racking pastime since patients so easily developed 
alarming vocal-cord spasm, and one always had to have 
an olive-tipped gum-elastic catheter within reach in case 
of a severe and prolonged spasm, which fortunately 
seldom happened. The most that can be said is that, of 
necessity, passing of the endotracheal tubes developed a 
dexterity which in most cases overcame the difficulty. 

The advent of Scoline (succinylcholine) proved a boon, 
although it was with much misgiving that it was first 
used. We found in practice that the safest way to use it 
was to give an initial dose of 6 c.c. of thiopentone and 
wait until regular breathing established itself and then to 
give a further 2 c.c. followed by the necessary amount of 
succinylcholine. This, in our experience, is | -6-2 c.c. for 
women, 2 c.c. for men, and generally $-1 c.c. for children 
of average weight. We have, so far, not had the misfor- 
tune to experience apnoea from succinylcholine, and 
autonomic breathing has been established in from 3 to 
5 minutes—never longer. It is our impression that the 
apnoea can rather be attributed to the synergic reaction 
between succinylcholine and larger doses or thiopentone 
than to succinylcholine itself. 

Spinal anaesthesia has been used fairly extensively, but 
it is Our impression that the European in general does 
not tolerate this method very well. He is more shocked 
at the end of an operation. One wonders whether the 
apparent intolerance is not due to the psychological 
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epproach of the European in that he views with distaste 
(to say the least of it) any operative procedure while he 
is fully conscious, although dazed by pre-operative 
medication. One has observed that the Middle European 
and the Eastern European, and the non-European as 
well, tolerate the use of local and spinal anaesthesia for 
major procedures much better than his Western European 
cousin. Accordingly we have preferably used general 
anaesthesia. 


TONSILS AND ADENOIDS 


The bane of our existence has always been, and still 
is, anaesthesia for tonsils and adenoids in the 3-10 year 
age-group. The method we have used has involved 
premedication with 1-3 grains of pentobarbitone, 
varying with the weight of the child, and the appropriate 
dose of atropin. We have induced with ethyl chloride 
and then gone on to gas, oxygen and ether, or oxygen and 
chloroform delivered through a Boyle-Davis gag. Except 
in those cases which appear to be more sensitive to 
pentobarbitone, induction by ethyl chloride has involved 
a struggle of varying degree, never severe, but enough 
to demonstrate that the child was well aware of the mask 
and the smell of the anaesthetic. Many of these children 
have later developed nocturnal enuresis and night 
terrors for a time. Latterly we have tried small doses of 
pentothal with intubation, with which one is more able 
to control the anaesthetic, and which is more comfortable 
for the surgeon, who is not subjected to a continual 
blast of ether. The difficulty is, of course, that it is 
not easy to give an intravenous injection in a small 
child, already somewhat disorientated by pentobarbitone; 
moreover, it does seem rather an elaborate procedure 
to intubate every child. It would be instructive to hear of 
a reasonable method for the giving of tonsil anaesthetics 
which would be smooth from start to finish. We have 
tried to maintain the child in the deep second stage of 
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anaesthesia, so that by the end of the operation he has 
recovered his cough reflex. It would be an easy matter to 
flatten him into a deep anaesthesia, but for obvious 
reasons it is preferable to have him leaving the table in 
possession of his cough reflex. The main problem for us, 
however, is the induction stage. 

It has been our impression that tonsillectomy cases 
are more prone to bleed in South Africa than in Great 
Britian, where over a period of 5 years, during which we 
had experience of large numbers of these cases, we had 
not more than 4 or 5 who suffered from either reactionary 
or secondary haemorrhages; this in spite of the fact 
that vessels were seldom or ever ligatured and the lingual 
tonsil was snared off without tying of the stump. Here, 
with scrupulous attention on bleeding points, the 
incidence of haemorrhage is higher. Why? Is it something 
lacking in the diet or is it possibly that the public is more 
aspirin-conscious and that children are too much 
dosed with this drug? True, our experience is confined to 
Umtata—but the fact remains that we have seen more 
haemorrhages here than we did in a busy hospital 
appointment where greater numbers were dealt with. 
It would be interesting to hear whether others have made 
similar observations. 


SUMMARY 


A brief retrospect of some 8,000 anaesthetics in general 
practice is given, together with observations on some of 
the difficulties encountered by a general practitioner 
who has learnt, and still is learning, the art of anaesthesia 
by trial and error in the hard school of experience. 
It is hoped that it will encourage, if that is needed, those 
men in similar circumstances who may doubt their 
ability in a subject which is becoming academically 
formidable but which, in our opinion, possesses a basic 
simplicity provided it is treated with respect at all times. 


THE ROYAL SOCIETY FOR THE PROMOTION OF HEALTH 


The Royal Sanitary Institute, with the approval of Her Majesty 
the Queen, has changed its name and title to ‘The Royal Society for 
the Promotion of Health’—colloquially, the Royal Society of 
Health (R.S.H.). 

The Institute was founded in London in 1876, and its first 
Fellows included such historic figures as Sir Edwin Chadwick, Sir 
Benjamin Ward Richardson and Florence Nightingale. Its object— 
to promote the health of the people—was expressed in the word 
‘sanitary’. That word then merely meant ‘pertaining to health’, 
but its ordinary meaning has since so changed that it is now felt to 
be a misnomer and no longer to cover all the aspects of health 


UNION DEPARTMENT 


Union Department of Health Builetin. Report for the 7 days ended 
1 September, 1955. 

Plague, Smallpox, Typhus Fever: Nii. 
Epidemic Diseases in Other Countries. 

Plague: 


Nil. 


with which the Society is concerned—from health engineering 
to nutrition and from epidemiology to mental health. 

The Royal Society for the Promotion of Health has over 12,500 
members, and there are branches in South Africa, Australia and 
New Zealand. An important part of its work is the holding of 
examinations and the granting of certificates for health inspectors 
(formerly known as sanitary inspectors), health visitors and other 
non-medical health officials, and certificates of competency in 
various subjects concerned with health. There are more than 20 
local examination boards in various parts of the world. 

The South African Branch and Examination Board were 
established about 1901, and since December 1926 more than 
4,000 qualifying certificates have been issued in this country. 


OF HEALTH BULLETIN 


Cholera in Calcutta (India). 

Smallpox in: Rangoon (Burma); Allahabad, Calcutta, Delhi, 
Tellicherry (India); Saigon-Cholon (Viét-Nam). 

Typhus Fever: Nil. 
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South African Medical 


Suid-Afrikaanse Tydskrif vir 


VAN DIE REDAKSIE 
OSTEOPOROSE 


Daar word nou eindelik ’n bietjie meer publisiteit bestee 
aan osteoporose, daardie algemene en belangrike siekte- 
toestand (of simptomegroep) wat Cooke ! onlangs in sy 
Lumley-lesings voor die Royal College of Physicians 
te Londen bespreek het. In hierdie uitgawe skryf 
dr. W. P. U. Jackson op bladsy 885 oor hierdie onder- 
werp. ‘n Mens kan verwag dat die lekepers aandag sal 
skenk aan hierdie soort siekte, want osteoporose is 
grotendeels verantwoordelik vir lengtevermindering by 
bejaardes, nadat die manlike en vroulike oorgangsperiode 
ingetree het. Dit veroorsaak baie van die onbekwaam- 
hede wat by hierdie steeds toenemende ouderdomsgroep 
voorkom, en kan taamlik doeltreffend met geslags- 
hormone behandel word. 

Dit is goed dat Cooke hom die moeite getroos het om 
die terminologie van metaboliese beensiektes te omskryf, 
veral daar die Engelse en Europese literatuur op hierdie 
gebied *“n merkwaardige losheid wat die betekenisse van 
woorde betref. Die woord ,osteoporose’ het, volgens 
Albright se verduideliking, °*n spesifieke betekenis. 
Dit behoort gebruik te word net om egte wegkwyning 
van beenweefsel te beskryf, d.w.s. wanneer daar nie 
genoeg proteiengrondstof gevorm word nie. Die fekort 
aan kalsium en fosfaat is hieraan ondergeskik—die 
beensoute kan nie op iets wat makeer neergelé word nie. 
,Osteomalakie’ (beenverweking) word veroorsaak deur 
die eintlike afwesigheid van kalsium en fosfor van die 
weefsel waar hul benodig word, waar die proteien- 
grondstof in gewone of selfs oormatige hoeveelhede 
neergelé word. Hierdie kondisie is dikwels ondergeskik 
aan’n vitamien D-tekort. Die etiologie, simptome, tekens, 
biochemiese en X-straalbevindings, en ook die patolo- 
giese anatomie- en weefselveranderings, is spesifiek. Die 
derde omskrewe, algemene, metaboliese simptomegroep 
van ontkalking is ,osteitis fibrosa’, waar daar geen tekort 
aan beenvormende materiaal is nie, maar waar anabo- 
lsme so vinnig geskied dat selfs versnelde beensel- 
vorming nie daarmee tred kan hou nie. Verwarring 
ontstaan weens die feit dat die X-straalbeelde van die 
tuggraat by al drie siektes presies eenders lyk. Die 
werwels toon algemene verdunning en verskillende grade 
van instorting: hulle is geneig om dubbelhol te wees en 
die skyfies tussenin dy uit. Presies dieselfde ruggraatbeeld 
kom voor ook by veelvuldige murggewasse wat in 
sommige gevalle radiografies geen plaaslike neerslae 
toon nie. Ons gebruik die benaming ,ontkalking’ dus 
alleenlik vir "n tekort aan beenstof waar die presiese 
aard van die tekort nie bekend is nie. 
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Journal 


Geneeskunde 


EDITORIAL 


OSTEOPOROSIS 


The common and important condition (or syndrome) 
of osteoporosis, on which an article by Dr. W. P. U. 
Jackson is published in this issue (page 885), is at last 
getting some publicity and has actually been the subject 
of the recent Lumleian lectures, delivered by Cooke! 
before the Royal College of Physicians in London. 
It is the sort of condition which might even expect 
publicity in the non-medical press, since it accounts 
to a considerable extent for the loss in height in old age 
(after the male and female climacteric), is responsible 
for a good deal of disability in this ever-increasing 
age-group, and is treated with fair success by means 
of sex hormones. 

It is good that Cooke should be at pains to clarify 
the terminology of metabolic bone disease, especially 
since the British and European literature abounds in 
examples of blythe disregard of the meaning of words 
in this field. ‘Osteoporosis’, as elucidated by Albright,” 
has a specific meaning. It should be used only to in- 
dicate a true atrophy of bone; that is to say, a condition 
in which insufficient protein matrix is formed. The 
deficiency of calcium and phosphate is secondary to 
this, since bone salt cannot be laid down on what is 
not there. ‘Osteomalacia’ is caused by an actual lack 
of calcium and phosphorus at the place where it is 
needed, where the protein matrix is normally, or even 
excessively, laid down. This state is frequently secondary 
to a deficiency of vitamin D, and its aetiology, symptoms, 
signs, biochemical and X-ray findings, and morbid 
anatomical and histological changes, are specific. The 
third definitive generalized metabolic decalcifying syn- 
drome is ‘osteitis fibrosa’, in which there is no deficiency 
of supply of bone-building materials, but such an 
rapid breakdown occurs that even an 
increased tempo of formation cannot keep pace. Con- 
fusion arises since X-ray pictures of the spine in all 
these three disorders may be exactly alike. The vertebral 
bodies show generalized rarefaction and varying degrees 
of collapse, with a tendency to biconcavity and balloon- 
ing of the intervening discs. Indeed, this precise spinal 
picture may also be found in multiple myelomatosis, 


excessively 
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Die ouderdom is verreweg die algemeenste oorsaak 
van osteoporose. Vrouens hoef ook nie juis baie oud te 
wees nie. Die gevaar lé in die oorgangsperiode, en dreig 
selfs as die oorgang kunsmatig teweeggebring word. Dit 
blyk uit alle bevindings dat die estrogene nodig is vir 
die doeltreffende werking van die beenvormende selle 
wat die beengrondstof neerlé. As daar fout kom met 
hierdie selle, mag die been self ingee. Volgens Albright 
kom geneeshere hierdie kondisie meer dikwels as enige 
ander beenkwaal teé. Tog het Cooke bevind dat osteo- 
porose van die nd-oorgangsperiode slegs in 2 uit 10 van 
die standaard Britse mediese handboeke vermeld word— 
en tesame bestee hulle net 10 reéls daaraan! Gewoonlik 
presenteer die siekte met rugpyn (wat alte dikwels 
verkeerdelik as ,been- en gewrigsontsteking’, ,rumatiek’ 
of ,van ginekologiese oorsprong’ bestempel word) en ’n 
breuk van die nek van die dybeen. Dit word behandel 
deur die pasiént op die been te hou, die gebruik van ‘n 
ligte rugstut indien nodig, ‘n normale goedgebalanseerde 
dieet (aanvullings is onnodig), en geslagshormone. 
Estrogeen (bv. stilboéstrol, 1-2 mg. of die ekwivalent 
daarvan, daagliks) kan met tussenposes oor ’n lang 
tydperk toegedien word, met of sonder bykomende 
androgeen (bv. metieltestosteroon, 10-20 mg.). Cooke 
sé dat dit ,een van die weinige kroniese ouderdomssiektes 
is wat behandelbaar is, en weliswaar miskien die enigste 
ouderdomsverandering in die liggaam wat omgekeer 
kan word.’ Ons moet egter erken dat radiologies bewese 
verbetering van osteoporose selde voorkom, hoewel dit 
tog al na lang behandeling gebeur het. 

Daar is baie ander oorsake van algemene osteo- 
porose—die belangrikste is immobilisasie, paraplegie, 
skeurbuik, skildkliervergiftiging, die Cushing-sindroom, 
en eindelik ook groot dosisse ACTH of kortisoon oor 
‘n lang tydperk. Dit is nie presies bekend watter rol 
ondervoeding speel nie, maar beenverweking (osteo- 
malakie) kom blykbaar meestal voor gedurende oorlogs- 
hongersnood. Daar is wel bewyse dat swangerskap en 
melkafskeiding ‘n vrou vatbaar kan maak vir 
osteoporose, maar hierdie twee faktore kan beswaarlik 
as oorsake daarvan beskou word. Ander interessante 
oorsake, van endokrien-oorsprong, is eunugagtigheid, 
onontwikkeling van die eierstokke, hipopituitarisme, en 
reusegroei van die uiteindes. Eindelik is daar die 
,idiopatiese’ groep; in hierdie groep ontstaan osteoporose 
by jong mans en vrouens sonder enige bekende oorsaak. 

Daar is veel wat ons nog nie van osteoporose weet nie. 
Moet ons dit almal kry wanneer ons oud word? Kan 
ons dit verhoed deur volharde aktiwiteit, of deur die 
gebruik van geslagshormone? Wag dit op alle vrouens 
by wie die oorgangsperiode vroegtydig op kunsmatige 
wyse teweeggebring word? Hoe kan ons die osteoporose 
van paraplegie verhoed? Hoe dikwels is *n breuk van 
die dybeennek patologies in hierdie sin? Sou dit amper 
altyd die geval wees? Ontwikkel osteoporose altyd by 
gevalle van  beperkte borskasbeweging (asma_ en 
emfiseem) en indien wel, en wat sou die verklaring wees ? 
Watter verband is daar tussen ,idiopatiese hiperkalsurie’ 
en osteoporose? Heelwat navorsing kan nog op hierdie 
gebied gedoen word. 


1. Cooke, A. M. (1955): 
2. Albright, F. (1947): 


Lancet, 1, 877. 
Ann. Intern. Med., 27, 861. 
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in some cases of which no evidence of localized deposits 
can be seen radiographically. The term ‘decalcification’ 
is therefore reserved for instances in which bone sub. 
stance is deficient, but in which the precise nature of the 
type of deficiency is not known. 

By far the commonest cause of osteoporosis is old 
age. Nor do women have to be very old. The danger 
comes with the menopause, and is present even if the 
menopause is artifically induced. From all the evidence 
it would appear that oestrogens are necessary for the 
proper functioning of the osteoblasts which lay down 
bone matrix, and when they fail the bone may also fail, 
The condition is, according to Albright, the commonest 
bone disease likely to be encountered by the physician, 
Yet Cooke finds that only 2 out of 10 standard British 
text-books of medicine even mention postmenopausal 
osteoporosis, and they give it 10 lines altogether! The 
usual presenting complaints are pain in the back 
(too frequently mislabelled ‘osteo-arthritis’, *rheuma- 
tics’ or ‘gynaecological’) and fractured neck of femur. 
Treatment consists in avoidance of immobilization, a 
light spinal brace if necessary, a normal well-balanced 
diet (supplements are unnecessary) and sex hormones. 
Oestrogen (as stilboestrol, 1-2 mg., or its equivalent, 
daily) may be given intermittently for a long period, 
with or without added androgen (as methyl testosterone, 
10-20 mg.). Cooke remarks that is is ‘one of the few 
treatable chronic conditions in elderly patients, and 
indeed is probably the only age change in the body 
that can be reversed’. It must, however, be admitted 
that radiological evidence of improvement in osteo- 
porosis is very unusual; but it has been seen occasion- 
ally after prolonged therapy. 

There are many other causes of generalized osteo- 
porosis, the most important being immobilization, 
paraplegia, scurvy, thyrotoxicosis, Cushing’s syndrome, 
and prolonged high dosage with ACTH or cortisone. 
Its importance in malnutrition is not precisely known, 
and osteomalacia is apparently the outstanding bone 
disease in war-famine. There is some evidence that 
pregnancy and lactation predispose to osteoporosis, 
but they can hardly be called osteoporotogenic. Other 
interesting endocrine causes include eunuchoidism, 
ovarian agenesis, hypopituitarism and acromegaly. 
Finally there is the group known as ‘idiopathic’, in 
which osteoporosis occurs in young men and women 
for no known reason. 

There are many things we do not yet know about 
osteoporosis. Must we all get it in old age? Can we pre- 
vent it by continued activity? Or by sex hormones? Are 
all women with induced early menopause destined to 
it? How can we prevent the osteoporosis of para- 
plegia? How often is fractured neck of femur patho- 
logical in this sense? Is it virtually always? Do patients 
with fixed chests (emphysema and asthma) all develop 
osteoporosis, and if so why? What is the relation 0 
‘idiopathic hypercalcuria’ to osteoporosis? There 
plenty of scope for the investigator. 


1. Cooke, A. M. (1955): Lancet, 1, 877. 
2. Albright, F. (1947): Ann. Intern. Med., 27, 861. 
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EUPHEMISMS. OR WORDS THAT COME DOWN IN THE WORLD 


The Royal Sanitary Institute has changed its name to 
‘The Royal Society for the Promotion of Health’. A 
reason for this is that the word ‘sanitary’ has so altered 
in meaning that it no longer reflects the dignity and 
character of the institution. 

Some words, like some people, come down in the 
world; ‘sanitary’ is one of them. It comes from the 
Latin sanitas (from sanus) and originally meant ‘per- 
taining to health’. In its palmy days it was accorded 
full dignity. It was honoured by Royal patronage; 
British cities accepted the designation of ‘sanitary 
authority’; in the 1870s a society of women providing 
country holidays for London slum children named 
itself ‘the ladies’ sanitary association’. When ‘inspectors 
of nuisances’ asked to be relieved of what they regarded 
as an undignified name, the statutory title was changed 
by Act of Parliament to the honourable one of ‘sanitary 
inspector’. Yet today the inspectors consider that name 
to be just as undignified and have become ‘health 
inspectors’; and now the Royal Sanitary Institute has 
got rid of the naughty word. 

The reason for this sad decline is that the word has 
become a euphemism for latrines and other offensive 
places and things—a latrine is a ‘sanitary convenience’— 
and nothing is worse for a word than to be a euphemism. 

All the polite names for ‘the smallest room in the 
house’ are euphemisms, and they have all become 
outcasts. The word ‘closet’ has an untarnished ancestry, 
yet children are told not to say it; discretion is needed 
even in using the letters ‘w.c.” in which it is now dis- 


guised. In America ‘toilet’ seems to be going the same 
way—a sad end for ‘my lady’s toilet’, once redolent of 
romance. 

The word ‘latrine’ arrived by a similar route. It 
derives from the Latin /avare (to wash), and how the 
privy (another euphemism) long ago came to take this 
name is clear from what has happened more recently 
to the related word ‘lavatory’. What a different fate has 
befallen another /avare word, ‘lavender’. which was 
conferred on the flower because it was used for scenting 
laundered linen, and which remains as fragrant as 
‘toilet’ ever was. 


Euphemisms are amusingly exemplified by the com- 
mon names of some parts of the human body. ‘Belly’ 
became taboo, and to avoid this bad word the abdomen 
was Called the ‘stomach’—a name belonging to something 
quite different. ‘Stomach’ at once suffered the usual 
fate of euphemisms, and the truly polite avoid its 
crudity by speaking of the ‘tummy’. Shades of ‘little 
Mary’! Children with colic used to be told to call their 
‘stomach-ache’ a ‘pain in the chest’. Readers will have 
noticed that the newspapers in publishing their numerous 
pictures of bathing belles have taken to calling the 
abdomen the midriff, which is the name of another 
internal organ. 


Oddly enough, the word ‘stomach’ does not by 
derivation apply to the gastric organ. In the original 
Greek it meant the throat or gullet, from stoma (mouth). 
Was euphemism concerned in this descent? 


TETANUS: A REVIEW OF LITERATURE AND CASE REPORTS 


T. H. STEWART, M.B., B.Cu., D.P.H. 
Medical Officer of Health, Divisional Council, East London 


Tetanus is a rare disease, fortunately, and few practi- 
tioners have the opportunity of treating sufficient cases 
to speak authoritatively from first-hand knowledge on 
the subject. A careful study of recent literature on 
tetanus is therefore necessary to learn of the new 
methods of treatment and conclusions must then also 
be arrived at to ascertain whether such treatment 
offers more hope for a successful outcome in a severe 
case than the older well-tried methods. Since the 
Opportunities for therapeutic trial are few, it behoves 
one to institute treatment with extreme care and always 
in the light of recent successes. 


PROGNOSIS 


Tetanus is perhaps unique in that a prognosis may 
almost certainly be given as soon as an accurate history 
of the sequence of events leading to the first spasm is 
known. This statement is very true when conservative 
regimes of treatment are undertaken, but one must 
hot be too pessimistic about the outcome of a case 
treated by the extremely vigorous newer methods. 


The following prognostic criteria, under conservative 
treatment regimes, are generally accepted: 

(i) When the period from the injury to the first 
sign of muscle stiffness is less than 7 days, the progress 
is bad. The injury may be extremely trivial, e.g. the 
puncturing of ear-lobes for the wearing of ear-rings, 
yet fatal. It is in fact accepted that the more trivial 
the injury, the greater the likelihood of the disease 
being severe, if it does supervene. The muscle stiffness 
may be in the region of the injury or at a distance, 
usually stiffness of the lower jaw or neck. 

(ii) Period of onset of reflex spasm (the time from 
the onset of muscle stiffness to the onset of the first 
spasm): if this be less than 2 days, the progress is bad. 

(iii) If the sum of (i) and (ii) is less than 7 days, the 
prognosis is hopeless. 

(iv) If the period of onset of reflex spasm is more 
than 4 days, recovery is usual. 

Prognosis may also depend, but to a lesser extent, 
on age; it appears that the disease is always more 
serious in the young and in the aged. 
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CLINICAL TYPES 
Cole and Knott! differentiate 6 types of tetanus: 

1. Local Tetanus. Here the spasm which supervenes 
occurs only in the region of the injury. This type is 
mild and with low mortality and is presumably due to a 
partial host immunity. Such cases must, however, be 
treated with all respect and, until the stiffness passes 
off, a generalized spasm should be expected. Local 
tetanus is an extremely painful condition and the 
patient is accutely apprehensive. It has also been 
reported that permanent muscle-deformity may result.* 

Abel ef al.* in 1935 suggested that in local tetanus 
the toxin acts peripherally at the myo-neural junction 
otherwise the toxin spreads by the blood stream—but 
this has been disproved experimentally by G. Payling 
Wright et a/.2, who have shown that the action in 
local tetanus is a central one, on the anterior horn 
cells of the spinal cord. They produced local tetanus 
in the limb of a rabbit, and then by cutting off the 
blood-supply to the limb and anaesthetizing the animal, 
showed that the spasm passed off. If the action of local 
tetanus was purely at the myo-neural junction, they 
argued, the spasticity should have remained. They 
also caused the stiffness to pass off by dividing the 
motor nerve, and by this means even prevented the 
onset of tetanus in other laboratory animals. As further 
proof that the toxin does in fact spread centrally via 
the motor nerve root, they recovered toxin from the 
proximal nerve trunks. 

2. Generalized Tetanus without Clonic Spasms. In 
this type of tetanus there is generalized muscle stiffness, 
but stiff neck and trismus are marked and clonic spasms 
do not supervene. 

3. Generalized Tetanus with Reflex Clonic Spasms. 
The reflex clonus due to tetanic spasms may be extremely 
frequent and severe, occurring every few minutes and 
lasting as long. This is the most frequent form of the 
disease, and the prognosis is poor if the spasms come 
on within 48 hours of the onset of muscle stiffness. 
Spasms work up to a pitch within the first week of the 
disease and, in those patients who recover, become 
less severe and frequent after this time and gradually 
pass off. Death is usually due to suffocation, either by 
mechanical obstruction of the upper air passages by 
tenacious mucus (there is also severe spasm of the 
muscles of deglutition with inability to swallow) or by 
severe spasm of the laryngeal musculature. Exhaustion 
due to spasms, toxic myocarditis and pulmonary infec- 
tions may also cause death. The mind remains clear 
throughout. 

4. Bulbar Tetanus. This form is very rare and death 
is rapid, due to involvement of the respiratory centre. 

5. Cephalic Tetanus. This is local tetanus in the 
region of distribution of the cranial nerves and pre- 
sumably akin to (1) in that the patient has a partial 
immunity. 

6. Tetanus Neonatorum. Recovery of a child develop- 
ing tetanus in the neonatal period owing to umbilical 
cord infection is unlikely. It has been stated that a 
form of ‘tetanus neonatorum’ is seen in Streptococcus 
faecalis infections of the cord; and that if a case does 
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recover the organism should be labelled a streptococcal 
and not a clostridial type of “tetanus’.® 


PATHOLOGY 


The B. tetani is primarily an inhabitor of soil and has 
only become secondarily adapted to life in the bowel 
of animals and man. In Europe up to 40% of soil 
specimens examined have yielded the organism, whereas 
less than 5% of animal and human faeces examined 
have done so.® 

It is strictly an anaerobic saprophyte. In a con- 
taminated wound with a poor blood supply it will 
multiply, and in doing so produce an exotoxin, which 
will pass via the motor nerves to the anterior horn 
cells of the cord, and perhaps to the Betz cells of the 
motor cortex. 

The effect of the toxin on the anterior horn cells of 
the cord is a purely physiological one—hence the 
reversibility of the disease with complete recovery if 
patient survives—but it has been stated that degeneration 
of the Betz cells, with periarterial gliosis and demye- 
linization, has been noted in the motor cortex.’ 

Effect of the Toxin. The conductivity of the synapses 
in the anterior horn cells of the cord and medulla and 
the Betz cells of the motor cortex is increased, resulting 
in exaggerated reflexes and reactions to stimuli. The 
exotoxin has a great affinity for these motor cells and 
within them it is fixed very rapidly. Once the disease 
is manifest there is no evidence to show that the use 
of antitoxin is of any use in effectually controlling the 
course of the disease, although it may neutralize the 
unfixed toxin in circulation.’ There is, however, no 
evidence that the focus of bacilli continues to produce 
toxin after the onset of the disease and it is possible 
that the patient has already at this time produced 
sufficient antibodies of his own to prevent further 
trouble. The auto-antibodies are not, however, able 
to prevent or modify the course of the disease. 


TREATMENT: PROPHYLACTIC 


Tetanus is the most dreaded of all wound infections, 
and even when treated with the utmost vigour the case- 
mortality is high. Prophylaxis is therefore of utmost 
importance and it is in this field that perhaps the most 
important facts may be gleaned from the literature. 
Littlewood et a/.® stated the following: Park and Zingler 
in 1916, by using the comparable Schick test, showed 
that the period of passive immunity after a second 
injection of anti-diphtheria serum lasted only about 
half as long as that which followed the first; this has 
also been proved experimentally in laboratory animals. 
It appears, therefore, that any previous exhibition of 
soluble (passive) antigen leads to an accelerated re- 
moval from the circulation on second or subsequent 
injections of a passive immunizing agent, and con- 
sequently to a drastic curtailment of its effectiveness. 
It must be concluded that once a person has had an) 
horse serum antitoxin (it is the horse serum antigen 
which causes this accelerated removal from circulation) 
he should at once be actively immunized against that 
disease with the appropriate toxoid. Further use ol 


passive protection against that disease will be unneces- 
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sary and, moreover, before any surgical measures are 
undertaken in previously traumatized tissue, active 
tetanus immunization should be carried out as a pre- 
caution against disturbing inert spores and thereby 
stirring up the disease. 

The duration of immunity following the use of the 
active immunizing agent formol-toxoid is reputed to be 


lifelong and more certain than that following the use of 


diphtheria formol-toxoid. 


TREATMENT: THE ESTABLISHED CASE 


Treatment has been a problem throughout the centuries. 
‘Convulsions occasioned by wounds have, by almost 
all authors since the days of Hippocrates, been pro- 
nounced as mortal, especially that called the lock-jaw’, 
wrote Chalmers in 1777.'° 

Perhaps we have now forged weapons which, when 
used adequately, will give us a more hopeful prognosis. 
(a) Antiserum 

Despite what has been written, antiserum should be 
given in adequate amount as soon as possible. Desensi- 
tization should be carried out if necessary. Firor"! 
wrote in 1948 that, once the toxin is fixed in the central 
nervous system, it is there for all time and thus, at the 
first sign of the disease, tetanus is fully developed. 
Even if this is so toxin should still be given, if only to 
prevent the fixing of toxin which might still be circulat- 
ing. Cole and Spooner™ state that a single large initial 
dose of ATS is all that is necessary and have shown 
that 2 weeks after the administration of 200,000 units, 
the level in circulation had dropped to only 20,000. 
(b) Sedation 

For humane reasons the patient should be kept in 
an unconscious state. This was the mainstay of the 
older treatment regimes, the object being the suppres- 
sion of peripheral spasm which, however, was well-nigh 
impossible because of the danger of central depression. 
Any long-acting soporific (eg. thiopentone, sodium 
amytal) may be used. 

c) Wound Debridément 

This should be carried out thoroughly and foreign 
bodies carefully searched for (by X-ray if necessary) 
and removed, even if the trigger injury is completely 
healed. 
(d) Maintenance of Nutrition and Fluid Balance 

This is of paramount importance. If possible, 2- 
hourly feeds through an indwelling intragastric tube 
should be given as well as continuous intravenous 
drip therapy. The patient may be expected to be on 
intravenous fluids for a long time, and so great care 
must be taken with the apparatus and the needle securely 
tied in. To prevent vein thrombosis, 5,000 to 10,000 
units of heparin per litre should be added and the drip 
set slowly at about 20 drops per minute. Barbiturates, 
antibiotics, vitamins and proteins may be added to the 
drip, as well as muscle relaxants. 


€) Muscle Relaxants 


Brodie in 1811 first suggested the use of curare in the 
treatment of tetanus and Spencer Wells actually used it 
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in 1858 in 3 cases.'* Many other ganglion-blocking 
agents have also been used, however. 

As the dose of relaxant necessary to control spasms 
also paralyses respiration, early tracheotomy with the 
use of a cuffed tube must be resorted to, to ensure 
adequate ventilation, plus a mechanical type of artificial 
respiration if necessary. Negative-pressure machines, 
such as the tank-type respirator, are not suitable, 
because of the interference with the tube and the diffi- 
culty in keeping it clear. The use of positive-pressure 
apparatus obviates this difficulty, and the new electrical 
anode machines may yet prove of the greatest value in 
this type of case. 

Flaxedil. The action of this drug is to cause blocking 
of impulses at the myo-neural junction, but it also 
produces respiratory depression. Small doses of about 
10 mg. may be added to the intravenous drip tube, 
at periods just suitable to control spasms. 

Mephenesin. This may be given in the intragastric 
tube (1 g. with the 2-hourly feeds) or added directly 
to the bottle. Mephenesin exerts its effect by decreasing 
cord activity, and so interference with respiration is 
minimal. It is not very effective, however, in controlling 
severe spasms, and has a further danger in that it is 
very likely to produce haemolysis. This danger is mini- 
mized by adding the drug to the bottle; it always clears 
up on stopping administration. The amount of mephe- 
nesin necessary to control spasms increases with its 
use, because of the development of tolerance; about 
4 g. in | litre of intravenous fluid is the usual amount 
given; the drip may be speeded up from 20 drops to 
about 160 per minute to control spasms when they do 
occur. 

Succinyl Choline. This has also been used but, as it 
is short-acting, it is difficult to control in a drip. Its 
ganglion-blocking effect, however, passes off as soon as 
administration is stopped. 

Curare. \t is the use of curare which has opened new 
possibilities in the treatment of tetanus. Curare blocks 
the myo-neural synapse and so produces complete 
motor paralysis.'4 In 1954 Lassen and his co-workers 
in Copenhagen considered treating cases of tetanus by 
full curarization with indwelling cuffed tracheotomy 
tubes and positive-pressure respiration. Except for the 
curarization, this regime is that employed in cases of 
bulbar poliomyelitis. They report 4 cases successfully 
treated in this manner, one of these an apparently 
hopeless case. 

Tracheotomy must be considered early and not left 
until it becomes a desperate emergency. Curare may be 
used in the short-acting form, but also in the ‘depot’ 
form: it is in the use of these longer-acting muscle 
relaxants that the solution of the problem of tetanus 
appears to lie. In using these drugs one should have 
the advice of an experienced anaesthetist, both for 
dosage and for control of the very real danger of death 
due to inadequate ventilation. 

(f) Antibiotics 

These should also be administered in adequate 

amounts to prevent pulmonary complications; perhaps 


the most suitable is penicillin, with or without strepto- 
mycin. 
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(zg) Nursing and Physiotherapy 

Expert nursing is of the first importance. Physio- 
therapy, to the chest especially, should be thorough. 
The tracheotomy tube should at all times be kept 
clear and the patient’s mouth, tongue and teeth cared 
for. Nursing in the Trendelenburg position is advised, 
as itis not only the mouth and tracheotomy tube which be- 
come blocked with mucus, but also the bronchi; position- 
ing of the patient, moving him from side to side, with the 
tracheotomy tube ever as the lowest point so that 
mucus and fluids may thereby gravitate out, and vigor- 
ous but gentle tapping of the chest wall with the hand 
cupped in an attempt to dislodge bronchial secretions, 
should be carried out. 


CASE REPORTS 


During the last 4 years 5 cases of tetanus have been 
treated in the East London City Isolation Hospital, 


the last 2 personally by the author. 
Case 1. African male child aged 8 years, ill for 2 days before 
admission. On examination, the child was having reflex spasms. 


No sign of any trigger injury was noted and no history was ob- 
tainable. Thus no assessment could be made of the incubation 
period or of the period of onset of reflex spasms. 

He was treated with antiserum, antibiotics, paraldehyde and 
tubarine hydrochloride, and after 4 days in hospital the spasms 
began to regress. All treatment was stopped on the 10th day and 
the child was discharged as cured on the 35th day. 


Case 2. African male child aged 3 years. Six days previously 
dysphagia had been noticed, and the child was actually admitted 
to hospital and treated for the first 3 days as a case of diphtheria. 
The first reflex spasm occurred on the 11th day after the child had 
first complained of inability to swallow. 

This patient received antiserum, paraldehyde and tubarine 
hydrochloride, and was discharged as cured after 29 days in 
hospital. 


Case 3. African female child 12 days old, admitted with fre- 
quently-recurring spasms. This child was abducted from hospital 
at the height of its illness (11th day) and not seen again. 


Case 4. I saw this case, a 5-day-old African female child, having 
almost continuous reflex spasms. The cord had not yet separated 
and it was dressed, as is often the custom amongst the primitive 
Bantu, with cow manure. This child died in spasm about 15 
minutes after admission to the ward and only a few minutes after 
0-25 c.c. of an oily preparation of curare had been administered 
intramuscularly. 


Case 5. A well cared-for European boy aged 7 years, was re- 
ferred to me by a senior colleague practising in a village near by. 
Seven days previously the child had trodden on a thorn, which 
had barely punctured the thick skin at the base of the right big 
toe. This thorn had been removed by the mother and the small 
puncture cleaned with Dettol. About a week later the boy com- 
plained of a mild stiff neck and appeared listless. The following 
evening the child suffered a slight ‘convulsion’ but it was only 
the next morning that the doctor was called. He diagnosed tetanus 
and sent the case into hospital. 

On admission the child looked well, but had very marked 
trismus. Whilst he was being examined, however, he suffered 
a very severe spasm which lasted for about 2 minutes. ATS, 
120,000 units, was given intramuscularly (since the veins were 
not easily accessible) and also $ m. units of penicillin and 14 gr. 
of sodium amytal. Elixir myanesin was also given by mouth for 
4 doses. 


In consultation with the honorary surgeon and honorary Anaes- 
thetist to the hospital, the following regime was then instituted: 


17 September 1955 


An intravenous drip containing 0-1°% of procaine hydrochloride 
was commenced, and under pentothal anaesthesia—administered 
via the drip-tube—a block removal of the healed thorn site was 
performed. Tracheotomy was considered at this time, but it was 
decided to watch progress. Tubarine hydrochloride, 0-25 c.c, 
was given intramuscularly. 

The patient now lapsed into semi-coma—either from the sodium 
amytal or the disease—but even in this state spasms with involun- 
tary crying were noted on various occasions, usually after the 
handling of the patient in changing his position or in the adminis- 
tration of drugs. 

Only on the 3rd evening did tracheotomy become imperative, 
after a very severe spasm. This was performed by the honorary 
surgeon and blood transfusion was also started. (The tracheo- 
tomy produced rather severe bleeding and, as the patient also 
appeared to have a moderate toxic anaemia, it was thought that 
this would improve the rather meagre chances of a successful 
outcome.) 

On the Sth day ‘depot’ curare medication was started. Un- 
fortunately, at this time a myocarditis was evident; the heart- 
rate was over 160 beats per. minute, irregular and varying in 
force. The temperature was about 104°F. Spasms were much 
less frequent now, most likely owing to the curare, but the child 
died the following morning, barely 6 days after admission. 

This case had an incubation period of 7 days and a period of 
onset of spasms of barely 36 hours. 


SUMMARY 


The case history and treatment regime is given of a 
case of tetanus which terminated fatally, as well as a 
review of some of the recent literature on the subject 
of tetanus and its treatment. 


The dangers of passive immunization are discussed 
and a case made for the active immunization of all 
persons who have at any time in the past received 
therapeutic horse-serum antisera. 


My thanks are due to Dr. Ken Goldswain for his advice and 
help in treating case 5 quoted above, and also for his advice on 
this paper; also to Dr. Hankins for his help in the treating of my 
case; to Messrs. B. Owen Jones for supplies of tubarine in oil. 
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OSTEOPOROSIS—COMMONEST OF ALL DISEASES ?* 


W. P. U. Jackson, M.A., M.D., M.R.C.P., D.C.H.+ 


Department of Medicine, University of Cape Town and Groote Schuur Hospital 


| am not sure that I can quite substantiate my title, but 
at least I can come very near to it. Probably all women 
past the menopause and men in old age lose mineral 
from their bones and become, in varying degrees, 
osteoporotic. Add to them the artificial menopauses, 
disuse bone-atrophies and all 
osteoporosis mentioned in Table I, and you will see the 
great importance of this virtually untaught condition. 


TABLE I. CAUSES OF GENERALIZED OSTEOPOROSIS 


I. DEFECT IN OSTEOBLASTS 
A. Loss of Stress-and-Strain from Tissue 
1. Plaster Cast or Jacket 
2. Paraplegia 
3. Lying in Bed 
4. ? Pulmonary Emphysema 
B. Lack of Oestrogen 
1. Post-Menopause 
(a) Artificial 
(6) Natural 
2. Ovarian Agenesis 
Congenital Osteoblastic Deficiency 
1. Osteogenesis Imperfecta 
D. Lack of Vitamin C 


ll. DEFECT IN PROTEIN MATRIX 
A. Insufficient Supply of Protein 
1. Protein Malnutrition 
2 ? Jejuno-lleal Insufficiency 
3. ? Hyperthyroidism 
4. ? Diabetes Mellitus 
B.  Anti-Anabolic Effect 
1. Lack of Androgen 
(a) Eunuchoidism 
(b) Senility 
(c) Paraplegia? 
2. Excess of Glucocorticoids 
(a) Cushing’s Syndrome 
(6) ACTH and (Hydro)Cortisone Therapy 
(c) ? Alarm Reaction 


a“ 


Il, UNKNOWN 


A. Acromegaly 

B. Idiopathic in Young People 

s ? Biliary Cirrhosis 

D. ? Rheumatoid Disease (some cases) 


IV, ODDITIES 
A. Werner's Syndrome 
B. Metaphyseal Dysplasia 
C. ? Hypophosphatasia 


What Osteoporosis is 


Albright ' has shown that osteoporosis does not arise 
primarily as a disorder of calcium and phosphorus 
metabolism but rather as a deficiency in the continued 
formation of the protein matrix of bone by osteoblasts, 
upon which bone salt is deposited. Bone, of course, is 
hot static, but its formation and destruction are active 


‘A paper presented at the South African 
Port Elizabeth, June 1954. 

Eli Lilly Research Fellow and Assistant in Medicine at Harvard 
University and the Massachusetts General Hospital, 1952-3. 


Medical Congress, 


the other causes of 


and continuous throughout life. Normally in adult life 
deposition and resorption are equal (as shown in Fig. 1): 
In other words, with regard to bone, calcium and phos- 
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Fig. 1 (see text). The normal maintenance of bone matrix and 
bone salt. 
* represents an osteoblast. 
represents factors promoting bone formation. 
. represents an osteoclast. 
represents factors inhibiting bone formation. 


phorus and nitrogen are just ‘in balance’. The factors 
which operate on the laying down of bone matrix are 
indicated in this figure. Note that vitamin D operates 
on the calcium and phosphorus part of the picture, not 
on the matrix, so that lack of this vitamin causes not 
osteoporosis, but quite a different bone lesion, osteo- 
malacia. 

If there is an increase in the inhibitory factors or a 
decrease of stimulating factors then more bone matrix 
will be destroyed than can be rebuilt. If matrix is lacking, 
then bone salt cannot be laid down, so that the skeleton 
loses calcium and phosphorus as well as nitrogen. This 
is shown in Fig. 2. There is not really an increased 
destructive drainage of calcium from bone, as might 
appear from this figure, but a normal breakdown process 
which diminished formation, which leads to a net loss 
of calcium from the bone and an increased urine calcium. 
Although calcium is not primarily concerned in this 
disorder, the skeletal contribution of nitrogen and 
phosphorus to the body’s total output is so small as to 
be difficult to distinguish. On the other hand any change 
in bone metabolism will show itself readily in calcium 
studies, since not far from 100° of the body’s calcium 
resides in bone. For this reason we use calcium studies 
as our yardstick of dynamic changes in bone. 

This continued drainage of bone salt usually has to 
extend over several years before symptoms are produced 
or even before X-ray evidence of osteoporosis can be 
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Fig. 2 (see text). Excreted calcium is now in excess of that 


deposited. 
Fig. 3 (see text). Equilibrium is again attained, but with reduced 
bone-mass. 


seen. Osteoporosis is thus a true atrophy of bone tissue, 
as represented in Fig. 3. Often by the time this atrophy 
has proceeded to a clinically important degree we find 
that the daily calcium output is well within normal 
limits or even below normal. Apparently the total 
bone mass has been so reduced and the calcium turnover 
so diminished that a balance, more or less, has been 
re-established at a new, thin-bone, level. 

Fig. 4 shows the osteoporotic spine of a man of 65 
suffering from cerebellar ataxia, who was passing only 
some 25 mg. of calcium per day in his urine (the average 
is around 100 mg.). Incidentally he had no symptoms 
referable to his spine. 

The above considerations show why osteoporosis 
presents with neither altered serum chemistry nor 
altered histological bony pattern. Only very rarely, as 
in a young person immobilized, or a severe case of 
Cushing’s syndrome, may the loss of calcium be so 
rapid as to raise the serum calcium; the patient is then 
in grave danger of developing renal stones. On the other 
hand osteomalacia reflects its deficiency of minerals in 
the serum level, its osteoblastic activity in the high 
alkaline phosphatase, and its sufficiency of protein 
matrix in the wide osteoid seams in cut sections. In 
osteitis fibrosa there is an excessive destruction of bone, 
while the osteoblasts increase their tempo of activity 
in an unsuccessful effort to keep pace. Thus we get a 
raised serum calcium and phosphatase, and an excessive 
number of osteoclasts together with replacement fibrosis 
in the cut section. 


Radiographic Appearances and Fractures 
Radiologically it is seen that in osteoporosis the brunt 
of the decalcification falls on the spine (Figs. 5 and 6) 
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and the bones of the trunk, the pelvis (Fig. 7), the ribs 
(Fig. 8), the sternum (Fig. 9) and the upper portions 
of the femora. The skull (Fig. 10), long bones, feet 
(Fig. 11) and hands are involved later and to a lesser 
degree as a general rule. The lamina dura of the teeth 
remains intact; there are no cysts or pseudo-fractures, 
The vertebral bodies become radiolucent, the trabeculae 
may stand out over-plainly but they are not coarsened, 
and the outlines appear pencilled in. The discs expand 
into the adjacent bodies, the vertebrae become variably 
biconcave, with partial fractures of the vertebral plates, 
or with more or less severe compression fractures. The 
whole spine becomes squashed, leading to kyphosis and 
loss of height. Pain is extremely variable and may be 
local, referred, or of root distribution. This pain, the 
repeated fractures, and the stiffness of the back, may 
result in total incapacity. Fractures may occur in other 
affected bones (Figs. 8 and 9) and particularly in the 
neck of the femur (Fig. 7). A fractured neck of femur is, 
by and large, a pathological fracture, due to osteoporosis. 
This explains why such poor results were obtained from 
immobilization in this condition, which led to disuse and 
further porosis, whereas pinning followed by rapid 
mobilization succeeds. The fractures of the osteoporotic 
spine particularly present a metabolic rather than an 
orthopaedic problem. Affected patients must not have 
their spine immobilized except where this is essential 
on account of pain. Immobilization simply leads to 
increased decalcification and further fractures of other 
vertebrae. Unlike the case of a single traumatic crush 
fracture with the rest of the spine normal, here we must 
consider the whole spine and not the single vertebra. 


Some of the Causes 

The causes of generalized osteoporosis (Table I) may 
be arranged to correspond with the stimulating (anabolic) 
and inhibiting (anti-anabolic) factors in bone-matrix 
formation noted in Fig. I. A great deal could be said 
about these, but interested persons must refer elsewhere, 
particularly to the writings of Albright.’ I will take up 
just one or two points. 

The ‘loss of stress-and-strain’ group (i.e. disuse) is of 
more importance than is generally realized. When we 
consign anyone to bed or plaster for a long period we 
should always consider the danger of osteoporosis. 
Remarkable rapid porosis of a leg encased in plaster is 
shown in Fig. 12. Young people may react particularly 
quickly to immobilization and the danger of renal 
calculi is only increased by the imbibition of large quanti- 
ties of milk, which may thus be a two-edged sword in 
tuberculous patients. The great difficulty arises in 
paraplegics, We do not know how to prevent their 
severe and acute osteoporosis, which may be rendered 
more severe by reason of the testicular atrophy and 
consequent androgenic deficiency which they develop. 
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Loss of calcium due to the ‘alarm reaction’ may also 
play a part in the decalcification following severe trauma. 
Osteoporosis of the spine occurs in patients who have 
chronic pulmonary emphysema, and apparently not only 
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Fig. 4. Lateral view. spine of man with ‘sen‘le osteoporosis’ 
low urine calcium and no symptoms Note compression, 
partial collapse and infractions of vertebral bodies. 


Fig. 5. Lumbar spine of young man, B., aged 33 with ‘idio- 
pathic osteoporosis’. Bodies appear as translucent biconcave 
discs. 


Fig. 6. Thoracic spine and distorted chest of young woman, 
L., aged 31 with ‘idiopathic osteoporosis’ 


in the thoracic vertebrae. We are not quite certain 
whether this state should be considered ‘generalized’. 

The menopausal group are easier, and are successfully 
treated by oestrogens. Here it behoves the gynaecologist 
to realize that he is condemning the women in whom he 
produces an artificial menopause to a premature osteo- 
porosis. This porosis is probably more severe than that 
occurring with a natural menopause, and I believe that 
oestrogens should be given permanently to all such 
anovarian females. 

The porosis of elderly men is probably of a similar 
type with regard to androgen deficiency. It is treated 
with testosterone to which enough oestrogen is added 
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to prevent sexual over-stimulation. Incidentally the loss 
of height, long known to occur in the aged, is an effect 
of osteoporosis. The very frequency of osteoporosis in 
post-menopausal women and old men may be misleading. 
In unusually severe cases we must exclude such a disease 
as myelomatosis and a masked thyrotoxicosis. The latter 
is not at all uncommon and we have more than once 
been led to this diagnosis by a more-than-usually-severe 
‘post-menopausal osteoporosis’. Such a case is demon- 
strated in Fig. 13. 

Osteoporosis and spinal collapse is the big bugbear 
of long-continued high-dosage ACTH and cortisone 
therapy. After 2 or 3 years all the chronic rheumatoids, 
pemphigus cases and asthmatics become candidates for 


Fig. 7. Pelvis of young 
woman, P., aged 28, with 
idiopathic osteoporosis 
and two pathological 
fractures of left femur, 
Note the fracture of the 
femoral neck, similar to 
that which occurs so 
commonly in old, osteo- 
porotic, people. 


Fig. 8. Chest of L., show- 
ing Osteoporosis of ribs 
and distortion from 
multiple old fractures. 
Note also fracture of left 
clavicle. 


these fell complications. We do not know whether 
testosterone or large supplements of potassium will 
prevent porosis, but they must be tried, since both tend 
to reduce the general body-breakdown or catabolism 
of protein, as measured by the nitrogen loss. But let 
there be no mistake; long-continued high-dosage 
glucocorticoid therapy is exceedingly dangerous. 

Lastly we come to the idiopathic group, which is very 
interesting, but puzzles us greatiy. Here osteoporosis 
occurs in young men or premenopausal women. I have 
seen 32 cases. It seems to be commoner in men, while 
usually being related in women to pregnancy or lactation. 
It is not, however, at all like the osteomalacia of lactating 
women in China, and it seems rather as if the child- 
bearing state merely acts as a trigger mechanism in an 
already predisposed individual. As to the cause in the 
men we really have no clues. Just recently we saw two 
brothers who were both affected, and two other brothers 
of the same family had vertebrae which looked decalci- 
fied, though as yet were not collapsed. We know of no 
satisfactory treatment. Intravenous serum albumin leads 
to retention of calcium, but this is hardly practicable 
therapy. Helfet’s? aluminium acetate mixture seems 
sometimes to bring relief but it does not lead to calcium 
retention. I hope to publish more details of this condi- 
tion, which, as Figs. 5-11 show, can be extremely severe, 
but at the moment we are rather discouraged by our lack 
of knowledge. We need more cases to study. 


Conclusion 


We have seen, then, that osteoporosis is primarily a 
bone-matrix atrophy, that it is a common condition with 
many causes, and that there are well-defined indications 
regarding its prevention and treatment. This should 
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Fig. 9. Lateral chest of 
male Bantu, aged 4], 
showing partial collapse 
of some thoracic verte- 
brae and pathological 
fracture of sternum, 


Fig. 10 ‘Moth-eaten’ 
osteoporotic skull of B 


Fig. 11. Feet of P. Note 
extreme thinning of cor- 
tex, with ‘pencilled’ 
outline, 





be enough to suggest the great importance of this 
neglected disorder. 


Thanks are due to Dr. I. Grek of Johannesburg for permission 
to use the X-rays of the patient under his care for Fig. 9 and to 
Dr. Fuller Albright with reference to Figs. 5-8 and 10-12. 
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DECLINE IN REQUESTS FOR THE ADMISSION OF HIGH GRADE MENTAL 
DEFECTIVES TO THE ALEXANDRA INSTITUTION 


H. W. Situ, M.A., PH.D. 


Psychologist, Alexandra 


Statements and reports are often made, officially and 
otherwise, that the average intelligence of the European 
inmates of the Alexandra Institution, one of the homes 
for European mental defectives administered by the 
Union Health Department, has for some unknown 
time been in a process of decline. In view of their 
implications for hospital management as well as for 
medical and social science, it is desirable that the trend 
be statistically examined. 


THE PRESENT COMPOSITION OF THE ROLI 


The main investigation can be fully appreciated only 
when presented against a background of statistical data 
covering the ages, the number of years spent in the 
Institution, and the intelligence, of the present inmate 
body (31 December 1954). These data will be kept at a 
minimum. 

The ages of 863 inmates are shown in Table I. The 
average is 30-3 years (standard deviation 15-4 years). 


Half the total number of inmates are below 28 -2 years. 


TABLE I. DISTRIBUTION OF AGES OF 863 INMATES 


No. of %o Of 
Age in Years Cases Total 
80-84 .. a i l 0-1 ) 
tes «els 3 03 | 
70-74 ba “a ii 4 0:5 > 27 cases=3°1% 
65-69 ae “4 6 0:7 | 
0-64 it ie s 13 i? 
SP .. 7“ 7” 30 3-5 
50-54... = ay 42 4-9 
45-49 ~ at a= 66 7:7 
40-44 = a ee 72 8-4 
35-39 tit - dhe 82 9-5 
034° (tit. - ne 80 9-3 
25-29 de = at 91 10 -6 
20-24 =i! - - 111 12-9 
18-19 .. - gi 120 13-9 
10-14. ¥ =f 80 9-3 
) = 5d ze 48 5-6 oe eT 
el. 14 16 f Se cass=1 27% 


~n 


Average age: 30-3 years (S.d. 15-4.) 


There are 27 (3 -1°%) who are 60 years and older. There 
are 62 (7:2%) children under 10 years, 14 of them 
being under 5, and 169 children fall within the normal 
school years, 7-16. 

Table Il shows how long 861 inmates have been 
institutionalized. The average period is 15 years. 50°, 
of them have spent under || years 8 months in the 
institution. 131 have spent 30 years and longer. These 


TABLE Il. NUMBER OF YEARS SPENT IN INSTITUTIONS BY 861 INMATES 


No. of yA of 
Years Cases Total 
55-59 gs i es a | 
50-54, - ee he 
4s49 = “ 2 2 


Institution, Maitland, Cape 


No. of % of 
Years Cases Total 
40-44 a aa res na 5 
35-39 a & a ss 19 3-1 (27 cases) 
30-34 ke a Ka 104 12-1 
25-29 ae “7 od og 75 8-7 
20-24 a a a a 67 78 
15-19 ae ne _ i 73 8-5 
10-14 ne ae e a 129 15-0 
5- 9 5a me a aa 203 23 -6 
0- 4 4 oa 183 21-2 


Average No. of Years: 15 


constitute 15-2°% of the roll, nearly all being transfers 
from other centres when Alexandra Institution was 
opened on 3 June 1921. 

Table III reflects the distribution of intelligence 
quotients of 863 inmates. The average IQ is 36-7 
(standard deviation 20-2), the lowest 50% of the IQs 
falling below 36-4. There are 282 idiots, of whom it 


TABLE Ill. DISTRIBUTION OF 863 INTELLIGENCE QUOTIENTS 


No. of % Of 
IQs Cases Total Classification 
80. e* oe 9 1-0 
75-79 = soi 14 1-6 
70-74 - ot 16 ‘> 
65-69 oe " 41 48 243 Morons = 28 -1 °% 
60-64 oe ‘s 52 6-0 
55-59 i : 40 4-6 
50-54 i as 71 8-2 
45-49 "e - 62 7-2 
40 44 7 - 84 9-7 
35-39 x me 60 7-0 338 Imbeciles = 39 -2°% 
30-34 = ‘a 57 6-6 
25-29 ‘a i 75 8-7 
20-24 - a 84 9-7 
15-19 ‘ aa 44 $-] 
10-14 i a 59 6°8 282 Idiots=32 -6% 
5- 9 a ‘fe 63 3 
0- 4 rs : 32 3-7 


, Average 1Q: 36-7 (S.d. 20-2.) 


may be added here that 95 have some degree of paralysis 
superimposed, 85 have epilepsy superimposed, 47 have 
both epilepsy and paralysis, 33 are blind or near blind, 
and 95 have IQs below 10, or a mental age below 14 
years. In the whole population the morons are a 
minority. 

In order to lend concrete form to the table of intelli- 
gence quotients, the following details are given about 
the 863 inmates: 

162 have to be spoonfed, 69 with great difficulty. 

307 cannot dress themselves unaided. 

452 cannot bath themselves unaided. 

169 have epilepsy superimposed. 

174 understand no verbal speech. 

232 cannot speak at all. 

73 can say only about 20 isolated words inde- 
pendently. 


auaet 
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106 cannot walk unaided, of whom 57 have to be 
carried. 

59 are blind or have grossly defective vision. 

77 are deaf or have grossly defective hearing. 

246 are enuretics, 165 being both nocturnal and 
diurnal. 

246 have no unsupervised bowel control. 

This is the present position; but people who have 
known the institution for a long time maintain that in 
its earlier years the inmates had better intelligence than 
that reflected above. 


MAIN INVESTIGATION 


There are superficial indicators that this actually is the 
case: Firstly, the 131 inmates (Table Il) who have 
been in the institution at least 30 years have an average 
1Q of 44-8 as against 35-3 for the rest of the inmate 
body. This suggests that the older generation, now 
represented by these 131 veterans, had better intelligence. 
Secondly, in 1930-34, and for a number of years sub- 
sequently, 113 children (17 °% of all the inmates) attended 
the school section, the number being limited by the 
available accommodation. But today, of the 169 children 
(Table 1) falling within the accepted school years, only 
45 (5:2%) of the total roll can attend, despite that 
almost any child is taken on provided he has bladder 
and bowel control. But more reliable and substantial 
evidence is sought. 

We are unable to compare directly today’s inmates 
with those of 20 years ago, because the records of the 
latter are inadequate. 

But, without placing too much reliance on such a 
method, we may divide the present inmates into 3 
groups according to the number of years they have 
been in the institution. We next calculate the average 
1Q of each group separately, and compare these two 
sets of data to see if the youngest generation have the 
lowest average IQ. This was done with all the inmates 
on the register at the end of 1953. The data are pre- 
sented in Table IV, which suggests that inmates who 


TABLE IV. COMPARISON OF THREE GROUPS 
No. of 
Number of Years in Institution Cases Average 
in Group 1Q 
20 and longer oe ae “a .. 266 43-3 
10-19 .. ss ei i a re 193 38 +2 
O-9.. - - a oa ae 413 32-7 


have been admitted in the past 10 years have a lower 
average IQ than those admitted 10-19 years ago. The 
latter in turn have a lower score than those admitted 
20 years ago and longer. But we cannot accept this as 
conclusive evidence that the IQ of the inmate body has 
declined, because we must assume that other factors 
may be operative in the relationship revealed in the 
table. 

Another approach is open. We can decide whether 
or not an intellectually inferior class of inmate is now 
being admitted to the institution. We can directly 


compare all the inmates admitted during recent years 
with those admitted in the more remote past. 
The Physician Superintendent’s annual reports for 
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the 5 years 1930-1934 contain records of the IQs and 
ages of all the inmates admitted during that period, 
We can compare them with the admissions of 20 years 
later, namely 1950-1954. 

It may however be questioned whether the 1930 test 
results are reliable and comparable with today’s. The 
reply is that the older IQs have proved to be somewhat 
low. Two systematic factors are responsible for this: 
(a) The norms which were employed made the 1930 
test more difficult than it is today, and (4) the testers 
used 16 for their maximum chronological age as against 
15 vears used today. If correction of the older data 
were possible, its effect would be to raise the number 
of cases falling in the highest IQ category. The number 
in the lowest category would be diminished, while the 
middle group would remain constant, with the net 
result that the differences between the 1950 and 1930 
IQs would be even bigger than they actually are. 

The 1930-34 testing was thorough and reliable, 
leaving a complete record of the testee’s responses on 
all the test items. 

Our own classification of IQs had to be re-cast to 
make them comparable with the 1930 classification. 
For the same reason small adjustments had to be made 


TABLE V. COMPARISON OF TWO GROUPS IN RESPECT OF INTELLIGENCE 
AT TIME OF ADMISSION: 241 INMATES, BEING ALL THE CASES ADMITTED 
IN 1950-54, AS AGAINST 316, ALL THOSE ADMITTED 1930-34 


1950-54 1930-34 

No. % No. . 
IQs 50 and higher .. ‘a a 21 129 4| 
1Qs 30-49 ad a v- 27 105 33 
1Qs below 30 .. ~~ > oe 52 82 26 
Idiots with 1Q 0-19 .. a. 32 25 8 
Epileptics—all 1Qs_ .. Ae 37 15-3 30 9-5 
Idiots with epilepsy .. i a i3-7 5 1 6 


to the latter. Also, the 1930 classification of 25 ‘idiots’ 
is interpreted as if their IQs would have fallen at least 
within 0-19. The data are presented in Table V. 

We find that during 1950-54 as compared with 20 
years ago (1930-34) pro rata— 

(1) only half the number of high-grade defectives 
(IQ 50 and higher), 

(2) fewer middle-grades (IQ 30-49) (although this 
group has remained the most stable one), 

(3) twice as many inmates with IQs 0-29, 

(4) 4 times as many idiots with IQs 0-19, 

(5) nearly twice as many mental defectives of all 
grades with epilepsy superimposed, and 

(6) about 8 times as many idiots with epilepsy — 
are now being admitted. 

The total view is quite clear, the contrast between the 
two groups being sharp and convincing: In recent 
years the numbers of lower-grade defectives have 
increased, while the higher-grades have decreased. 

This finding raises the question whether the process 
of decline is continuing, or whether it has already 
reached a plateau on which no further decline is possible. 
To answer this, we can examine population trends ol 
the institution over a number of years. : 

At the end of 1949 the writer made a survey of 845 
inmates in respect of certain variables. Five years later, 
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at the end of 1954, the work was repeated with 863 
inmates. On both occasions these were all the inmates 


TABLE VI. TRENDS IN THE DEGREE OF DEFECT OVER A PERIOD OF 


FIVE YEARS 
845 Inmates 863 Inmates 
1949 1954 

No. pA No. . 4 
1Qs S0and higher... .. 259 (30-7) 243 (28 -1) 
1Qs 25-49 oa = io ae (39 -6) 338 (39 -2) 
IQs 0-24 = - —< on (29-7) 282 (32 -6) 
Epileptic os + -- I 169 
Blind .. ais -— Fee 40 59 
Deaf .. ok a eS 60 77 
Average IQ... a oh 38 36-7 


on the register. Only the pertinent data are presented 
in Table VI. The bracketed quantities are per cent of 
the total inmate body under consideration. ‘Blind’ 
and ‘deaf’ include ‘near blind’ and ‘near deaf”. 

We find that during the period of 5 years (1) the 
average IQ has dropped by | -3 points, (2) the number 
of idiots has grown at the expense of the morons (IQ 
50 and higher), and (3) the clinical forms indicative of 
severe mental defect—the epileptic, the blind and the 
deaf—have grown in numbers. 

We may conclude that the decline in intelligence has 
not been arrested. It is interesting to note once again 
that the number of cases falling in the middle category 
(IQ 25-49) remains stable over the period of 5 years. 
When vacancies occur they are filled by idiots and 
imbeciles rather than by morons, with the idiots in the 
lead. 

A comparison analagous to the one contained in 
Table V, but this time in respect of chronological age, 
helps to illuminate the tendency so far revealed. The 
TABLE VII. AGES IN YEARS AT TIME OF ADMISSION. COMPARISON OF 


TWO GROUPS: 241 INMATES, BEING ALL THE CASES ADMITTED IN 
1950-54, AS AGAINST 316, ALL THOSE ADMITTED 1930-34 


1950-54 1930-34 
Age in Years No. y 4 No. y 4 
Under6 gz ee 66 27 25 8 
6- 9 a a 41 17 53 17 
10-15 - a 57 24 115 36 
16-20 = a 28 12 58 18 
2i and over ao 49 20 65 21 


data are presented in Table VII, from which we find 
that at present pro rata— 

(1) more than 3 times as many children under 6 years 
ol age are being admitted, 

(2) the 6-9 years group has not changed, 

(3) considerably fewer children between 10 and 20 
years are now coming in, and 

(4) as many adults are now coming in as 20 years ago. 


DISCUSSION 


A perusal of the early annual reports convinces one 
that although high-grades were favoured, low-grades 
were not rejected. There is no evidence that the Phy- 
‘ican Superintendents discriminated against the low- 
grades. Table V shows that 82 new low-grades had 
deen admitted, 25 being ‘idiots’. Because accommodation 
was adequate there was no real need to exclude them. 

, However, the high-grades originally constituted a 
1g majority. In 1930-34 half the new cases had IQs 


S.A. TYDSKRIF VIR GENEESKUNDE 893 


50 and higher, and 74°, had IQs 30 and higher (Table V), 
despite that the test in use systematically depressed the 
IQs. 

But in contrast, 20 years later the situation was 
reversed, the ratio of high-grades having dropped to a 
minority. 

Furthermore, Table VI reveals that the process of 
decline is going on. There are still 266 of the older 
inmates (Table I1V)—people with a relatively high 
average 1Q—who have been here 20 years and longer. 
Not until they will have been eliminated by death or 
otherwise can final stability be expected. 

At this stage two questions emerge: (1) What has 
happened to the high grades? and (2) Why have the 
idiots increased so much? Interesting as their medical 
and sociological implications may be, these questions 
can be considered only sketchily. 

(1) Beginning with the Children’s Act of 1937, un- 
precedented expansion has taken place in the scope and 
activities of various social-welfare bodies, school 
medical services, special classes for the backward and 
handicapped, the Union Education Department’s or- 
phanages for neglected children and its special schools 
for retarded pupils, child-guidance clinics, and voca- 
tional-guidance services—to name only the most promin- 
ent ones. One combined effect of these has been to 
establish a niche in society for the mentally backward 
and keep them out of institutions for mental defectives. 
The school medical services, the orphanages and the 
special classes for retarded children have been very 
effective agencies. The special classes in the Cape 
Province now number more than 300 with more than 
5,000 pupils. 

Backwardness at school was a very common cause for 
admission to the Institution in its early years, but 
today it rarely happens that children come from a 
school to the Institution. As Table VII shows, fewer 
children aged 10-20 years (the critical school and adoles- 
cent years) now enter the institution. The number of 
adults has remained unchanged, and so have the children 
aged 6-9 years—the years when backwardness is not 
yet such a conspicuously pressing and unbearable 
problem, and when deviate behaviour still has a more 
tolerable form. 

(2) At the same time, 3 times as many children under 
6 years of age are now entering the Institution, and the 
idiots have increased 4- and 8-fold (Table V). Modern 
medicine must be given the credit for their survival 
and early diagnosis. We predict that their number will 
increase in the wake of further progress in medical 
science. 

The under-sixes are a small minority, totalling only 
22 on the roll, and have no visible effect on the average 
1Q, but the influx of the idiots is responsible for much 
of the decline in the intelligence of the inmate body. 
Table VI shows that there are 288 idiots and that their 
kind tends to oust the morons. 


CONCLUSION 
Two considerations emerge: 


In view of the fact that social-welfare agencies provide 
for adults with IQs approximately above 55, while the 
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Provincial and Union education authorities have 
efficient machinery for providing for young people with 
IQs 55 and higher (actually 60, but in practice it is 
about 55), the Health Department should consider very 
carefully before admitting such cases. 

Finally, the entire hospital, its management and its 
organization were planned and moulded into a fixed 
shape a few decades ago. But the mould was cast for a 
high-grade inmate body. Its shape and its crust of 
iraditions have persisted to the present day; but the 
character of the society which it contains, and con- 
sequently also their needs, have changed and are still 
changing, while the numbers have doubled. One may 
raise the question whether a creative reorganization and 
reconstruction with a scientific basis have not become 
necessary. 


SUMMARY 


|. Prevailing reports that the average intelligence of 
the European mental defectives in the Alexandra 
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Institution has declined is subject to statistical analysis: 
but this is preceded by a statistical perspective of the 
composition of the present inmate body. 

2. A comparison is made of the average IQs of 3 
groups of inmates who have spent a varying number of 
years in the Institution. 

3. All the inmates admitted in 1930-34 are compared 
in respect of age and intelligence with those admitted 
20 years later (1950-54). 

4. In order to determine the current trend, all the 
inmates on the register at the end of 1949 are compared 
in respect of IQ with those of 1954. 

5. The findings are examined in the light of growth 
and progress made by medical science and by social 
welfare and educational agencies. 

Acknowledgments are due to the Physician Superintendent, 
Dr. M. Cohen, for his assistance. and to Professor Ian R. Ver- 


moo e>, the Commissioner, for Mental Hygiene, for his stimulating 
leadership and for permission for publication. 


CONGRESS NEWSLETTER : KONGRESNUUSBRIEF 


The Organizing Committee of Congress felt that they would 
like to explain to those members of the profession who have been 
good enough to prepare and submit papers for the Congress 
scientific meetings, some of the difficulties which they encountered 
in the matter of organizing the scientific programme for Congress. 

In the first place, in order to ensure that the Congress should be a 
success on the scientific side, the Secretaries of the various Sections 
were invited to approach people within their Groups who they 
felt could help or might be interested in preparing papers. The 
number of papers forwarded far exceeded all expectations and 
before the closing date of 31 July enough scientific material 
was on hand to arrange a scientific congress which would occupy 
double the time that is available for the present one. 

Even as it is, it has been necessary to start the scientific meetings 
on Monday morning 17 October at 11 a.m. instead of on the Monday, 
afternoon, which is the normal procedure. Except for the period 
set aside for the Group meetings and the sports afternoon, the 
whole period of Congress is filled with scientific papers continuously 
morning and afternoon until late Friday afternoon. 

In view therefore of the enormous mass of work submitted, the 
Committee had no option but to adhere very strictly to the closing 
date of 31 July and reject all papers that came in late. 

The Committee responsible for the final scientific programme 
consisted of the two Medical Secretaries together with the Sectional 
Secretaries, and in deciding which papers to accept it was necessary 
to try and see that medical men from various parts of the Union 
all had an equal opportunity of being represented and that there was 
a sufficiently wide variety of subjects; the duplication of subject 
matter was not permitted. The arranging of combined sectional 
meetings also presented another difficulty since many sections 
required the whole period of Congress to be able to cope with the 
material submitted. 

In view of all these difficulties and many other minor problems 
the Committee feel 
whose papers unfortunately could not be accepted, will recognize 
that this proved quite unavoidable. 


of organization, sure that those individuals 


Die Organiserende Komitee van die Kongres voel dat hulle graag 
aan diegene wat goed genoeg was om referate voor te berei vir 
voorlesing aan wetenskaplike vergaderings van die eerskomende 
Kongres, sommige van die moeilikhede waarmee hulle te kampe 
gehad het, wil verduidelik. 

Ten einde seker te maak dat die wetenskaplike sy van die Kongres 
goed van stapel sou loop, het die Sekretarisse van die verskeie 
Groepe van die Vereniging in die-eerste plek onderneem om lede 
van hulle Groepe te nader ten einde vas te stel wie bereid sou 
wees om wetenskaplike bydraes aan te bied. Die aanta! referate 
wat op hierdie versoek ingedien is, het alle verwagtinge ver te 
bowe gegaan. Lank voor die sluitingsdatum, t.w. 31 Julie, was 
daar reeds voldoende stof voor hande om ’n Kongres te reél wat 
tweekeer so lank sou duur as die voorgestelde een. Trouens, 
ten einde so veel tyd as moontlik beskikbaar te stel vir wetenskap- 
like verrigtinge, begin die vergaderings reeds om 11 v.m. op Maan- 
dag en nie in die namiddag, soos gewoonlik die geval is nie. Afgesien 
van die middag wat afgestaan is vir die hou van algemene jaar- 
vergaderings van Groepe, en die sportbyeenkomste op Donderdag- 
middag, word die hele week sonder onderbreking deur weten- 
skaplike vergaderings in beslag geneem en referate word vanal 
Maandag tot laat Vrydagmiddag aangebied. As gevolg van die 
onverwagte massa werk wat aangebied is, het die keurkomitee 
derhalwe geen ander uitweg gehad nie as om die reel ten opsigte 
van die ontvangs van referate na die sluitingsdatum, stiptelik toe 
te pas en hulle moes alle referate wat te laat ingedien is, van die 
hand wys. 

Die Komitee wat verantwoordelik was vir die keuse en beraming 
van die finale wetenskaplike program, het bestaan uit die twee 
Mediese Ere-Sekretarisse tesame met die Afdelings-sekretarisse. 
By die oorweging van referate moes verskeie faktore in aanmerking 
geneem word, onder andere die vermyding van onnodige herhaling 
van onderwerpe, en die versekering van ‘n veelsydige en interes- 
sante program verteenwoordigend van alle mediese praktisyns 
uit alle dele van die Unie. Die reélings in verband met gekombineet- 
de afdelingsvergaderings het ook veel hoofbrekens veroorsaax 
aangesien dit uiters moeilik was om sommige van die Groep 
vergaderings, waar daar reeds ’n oorvloed van referate aangebied 
is, te onderbreek ten einde lede in staat te stel om sommige van die 
gekombineerde vergaderings ook by te woon. 

Met die oog hierop, is die Komitee oortuig daarvan dat dit- 
gene wie se referate hul ongelukkig van die hand moes wys S4 
besef dat dit heeltemal onvermydelik was. 
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ASSOCIATION NEWS 


MEETING OF THE GRIQUL 


At a meeting of the Griqualand West Branch of the Medical 
association of South Africa held at the Kimberly Hospital on 1 
September 1955 Dr. D. E. Stephens was in the Chair and 23 other 
members attended. 


The president welcomed Dr. R. Morris and also Dr. van der 
Spuy, the new District Surgeon who is replacing Dr. B. Tucker. 

Mr. J. Visser and Dr. H. Lowenthal reported on the result of 
their interview with the Administrator about increasing the beddage 
of Kimberly Hospital and obtaining pathological and radiological 
services and better theatre facilities. It was stated that the first 
tem may go on the next estimates. 

The resignation of the Hon. Secretary, Dr. L, Schrire necessitated 
by his departure to Cape Town was accepted. 

‘A Symposium on Hypertension was the main item on the agenda 


PASSING EVENTS : 


Dr. David Ordman, of the South African Institute for Medical 
Research, Johannesburg, has been invited to present a paper at 
the 2nd International Congress of Allergology to be held in Rio de 
Janeiro in the Ist week of November 1955. 

Dr. Ordman, who will be accompanied by his wife, will pursue 
nvestigations into allergy problems with local colleagues for about 
2 months thereafter in Brazil and the Argentine. 

* ¥ * 


Captain W. G. Slate, M.C., M.B., Ch.B., Cape Town, M.S., Iowa, 
has changed his address in the U.S.A. from c/o State University 
of lowa Hospitals, lowa City, lowa, to 16, Field Hospital, A.P.O. 
696, New York, N.Y. In June Dr. Slate completed a 3 year 
Residency in Obstetrics and Gynaecology at the State University 
of lowa Hospitals, and obtained the degree of Master of Science 
n that field. He will be in the US Army for 2 years and is at 
present located at Nurnberg. Germany, where he is Assistant Chief 
n Obstetrics and Gynaecology. 


* * * 


Dr. Heymann I. Schmilg, M.B., Ch.B., M.R.C.O.G., D. Obst. 
R.C.0.G.), and Dr. Michael M. Kriseman, F.R.C.S.E., 
M.R.C.0.G., gynaecologists and obstetricians, are now in partner- 
ship at 28, Jenner Chambers, Jeppe Street, Johannesburg (telephone 
23-6821). 

* * - 


The Annual Golf Tournament for the floating trophy of the Medical 
Graduates Association of the University of the Witwatersrand will 
take place on Wednesday 21 September at the Glendower Golf Club, 
Johannesburg. The tournament is open to all members of the 
medical profession and their friends. There will be a prize for the 


RECENT ACCESSIONS TO THE MEDICAL 


Abelmann, H. W. Cancer as I see it. New York, 1951. 
Allen, A.C. The kidney; medical and surgical diseases. London, 
19S]. 

American medical association. Chemistry and pharmacy, 
Council on. Fundamentals of anaesthesia. 3rd edition. Phila- 
delphia, 1954. 

Beecher, H. K. A study of deaths associated with anaesthesia 
and surgery, based on a study of 599,548 anesthesias in institu- 
tions, 1948-1952, inclusive. Springfield, 1954. 

Berezin, D. Pelvic insufficiency during pregnancy and after 
Parturition: a clinical study. Lund, 1954. 

Bentley, A. O. A textbook of pharmaceutics. 
London, 1937. 

lank, H. and Rake, G. W. Viral and rickettsial diseases of the 
‘kin, eye and mucous membranes of man. London, 1955. 

Block, R. J. and others. A manual of paper chromatography 
and paper electrophoresis. New York, 1955. 

Bonica, J. J. The management of pain, with special emphasis 


4th edition. 
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of the evening. Dr. F. N. McKenzie introduced the subject and 
described the classification and pathology. Dr. J. Long discussed 
the symptomatology and causes of death. It was stressed that there 
were no symptons in the simple essential type. Dr. L. Schrire 
described the retinal signs of hypertension and discussed the 
prognosis of surgical versus medical treatment. Dr. H. Lowenthal 
discussed the sugical treatment and referred to certain post-operative 
complications not usually described, such as paraplegia and per- 
sistent bladder trouble. Dr. B. Alexander, who was ill, had his paper 
on anaesthetic problems in relation to surgery read on his behalf. 
Dr. R. Morris described the electrocardiographic signs of hyper- 
tension and discussed the medical treatment. Questions from the 
floor were addressed to the various speakers, who answered suitably. 
An indication of the interest shown by the members was the fact 
that the meeting closed well after 11 p.m. 


IN DIE VERBYGAAN 


best medical score and a prize for the best non-medical. The 
competition will take the form of an individual stableford. The 
proceeds are to be donated to the Medical School Library. 

Applications and enquiries should be directed to the Secretary, 
Medical Graduates Association, Medica! School, Hospita! Street, 
Johannesburg, telephone 44-7040. 


* * * 


Dr. Norman Levy, M.B., Ch.B. (Cape Town) has joined Dr. Morris 

Helman in practice at 37 Main Road, Green Point, and 916 Groote 

Kerk Buildings, Adderley Street, Cape Town. Telephone: 2-1726. 
. * * 


Mr. N. Kretzmar, F.R.C.S. (Edin.), as from 1 October 1955, will 
move his consulting rooms to ‘Escul House’, 88 Dutoitspan Road, 
Kimberley, where he will continue his surgical practice. 

® * * 


Dr. E. Tucker is leaving Muizenberg, Cape, this month to join 
Dr. M. L. Cohen in partnership in general practice in Welkom, 
O.F.S. 


_ * * 


Dr. V. M. Goetz, of Cape Town, has returned by air from the 
United States and Europe, where she has been visiting the cardio- 
vascular clinics at the various medical schools and hospitals. 

* . * 


Research Forum, Groote Schuur Hospital. On 21 September the 
speaker will be Dr. N. Woolf. The subject of his paper will be 
‘The pre-diabetic mother, her babies and their pancreas’. 
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IN MEMORIAM 


DR, TENNYSON PERCY OATES 


The death occurred in the Provincial Hospital, Port Elizabeth, on 
August 29, 1955, after a long illness, of Dr. Tennyson P. Oates, a 
a well known general prac- 
titioner in the district. He was 
aged 80. 

Dr. Oates was elected Presi- 
dent of the Medical Congress 
when it met in Port Elizabeth 
in July, 1939, and in his 
presidential address recalled 
that his election that year 
coincided with the 40th an- 
niversary of his life as a 
medical man. 

Tennyson Percy Oates, son 
of the Rev. William Oates, was 
born at Alexandria, in the 
Port Elizabeth district, in May 
1875. About 1879 the family 
moved to Somerset East and 
Tennyson Oates received his 
education at Gill College. In 
1894 he entered the University 
of Edinburgh, where he 
studied under Sir Wiiliam 
Turner, Sir Grainger Stewart, 
Sir Thomas Frazer, Professors 
Crum, Brown, Rutherford 
and Harold Stiles. He 
graduated in 1899 and in the 
same year was appointed 





Dr. Tennyson Percy Oates 


House Surgeon to the Children’s Hospital, Nottingham, where he 
met his wife, Miss Constance Gray. Later he went to London to 
study at the Royal Ophathalmic Hospital (Moorfields) and at the 
London Hospital. At the end of 1900 Dr. Oates returned to South 
Africa. At that time the South African War was in progress and 
he joined the Town Guard at Somerset East. 

In April 1901 he was appointed Assistant House Surgeon to the 
Provincial Hospital, Port Elizabeth, and after the death of the 
House Surgeon, Dr. Robert McWilliam Leith, he was appointed 
to the senior post which he held for 3 years. At the end of that 
time he went into private practice in the City. He was associated 
with the Hospital for more than 30 years. 

In 1905 Dr. Oates was appointed Railway Medical Officer to 
the Port Elizabeth-Humansdorp section of the Port Elizabeth- 
Avontuur line. When a surgeon was appointed to the Railways 
and Harbours, Dr. Oates obtained the appointment as Surgeon to 
the Midland Section, being at that time probably the only Railway 
Medical Officer holding the dual position of Medical Officer and 
Surgeon to the System. Dr. Oates held this position for 15 years. 
He was associated with the Railways and Harbours altogether for 
more than 30 years. 

Dr. Oates was a keen Freemason and held many high positions 
in the Craft. He was also greatly interested in music, being the 
founder of the Port Elizabeth Male Voice Choir and assisting 10 
forming the Port Elizabeth Orchestral Society. In his younger days 
he was a keen rugby player and angler, and shooting over his 
pointer dogs, which he bred, was one of his favourite sports. 

Dr. Oates is survived by his only child, Dr. Paul Oates of Pine- 
lands, Cape Town. 
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DR. DAVID HUGO SIEGFRIED ANNECKE 


Dr. Annecke is aangestel as Senior Patoloog in die Departement 
Volksgesondheid op 6 Februarie 1928 en na 27 jaar diens het hy 
in Februarie van hierdie jaar 
weens bereiking van die ou- 
derdomsgrens uit diens getree 
in die hoedanigheid van Ad- 
junk -  hoofgesondheids- 
beampte. 

Deur sy ywer en toewysing 
is die Malaria-beheerstasie te 
Tzaneen, waarvan hy die 
hoof was, met behulp van ’n 
Staatsfonds in 1931 gestig. 
Die beheer is moontlik ge- 
maak deur voorafgaande 
studies oor die lewensge- 
woonte van die malaria- 
draende muskiet en malaria 
parasiet in die endemiese 
malariastreke van Transvaal. 

Dr. Annecke het dit regge- 
kry om malaria binne ’n paar 
jaar tot ’n_ betreklik onbe- 
langrike infeksie-siekte af te 
bring. Die Transvaalse Lae- 
veld is daardeur bewoonbaar 
gemaak en hierdie gebied het 
*n ongekende bloei en ekono- 
miese ontwikkeling  tege- 
moet gegaan en word vandag 
as een van die rykste en 
mees welvarende landbouge- 
biede in ons land gereken. 

Dit is alombekend dat Af- 
rika grotendeels ’n gebied is 
waar malaria baie voorkom. Uit die dagboeke van reisigers en dié 
van Trichardt e.a., is dit ook bekend dat die gebied oorkant die 
Vaalrivier destyds reeds as gevaarlike ,koors’-wéreld bekend was. 
En vir nog 100 jaar en langer het hierdie siekte (behalwe vir die 
behandeling van die individuele pasiénte) feitlik *n beteuelde 
houvas op die gebiede van Noord-Natal, Swazieland, Noordoos- 
Transvaal en verder noordwaarts gehad. Met besonder reénryke 
somers het dit vanuit die endemiese gebiede in die Laeveld epi- 
demiese karakter aangeneem en wydverspreid tot ver oor die 
midde-hoogvlaktes van Transvaal uitgebrei. In sulke jare is tot 
meer as 10,000 gevalle jaarliks vermeld. Gevolglik het die gebiede 
yl bevolk gebly en ‘n sukkelende ekonomiese bestaan gevoer. 
Tot voor 1944 was die enigste bestryding van malaria die be- 
handeling van die individueel besmette persoon, gaas om die 
huise wat gewoonlik op heuwels of weg van water gebou is, spora- 
diese pogings om watervlakke as broeiplekke uit te skakel, die 
gebruik van pyrethrumsproeispuite en die nomadiese verhuising 
van die bevolking na hoér geleé gebiede teen die einde van die 
winter. 





» Dr. Annecke, Gebore 2 Februarie 
1895, Oorlede 5 Augustus 1955 


Foto: Johannesburg Star 


BOOK REVIEWS 


APPROACH TO CLINICAL MEDICINE 


Approach to Clinical Medicine. By R. H. Micks, M.D. (Dubl.), 


F.R.C.P.1. Pp. 135 + vii. 8s. 6d. London: J. & A. Churchill 
Ltd. 1955. 
Content 1. Examination and Diagnosis The Heart. “3. The Lungs. 4. The 


Abdomen. 5. The Urinary Tract. 6. The Common Infectious Fevers Inflam- 
mation, Suppuration, Necrosis, Gangrene. 8. Tuberculosis. 9. Allergy. 10. Anae- 
mia. The Lymphatic System 11. Rheumatism. Diseases of Joints. 12. The 
Nervous System. 13. Diseases of the Skin. Index 


Small books of this type, written by a teacher with many years 
of experience of the capacity for learning possessed by the average 
medical student, have a certain surface value in epigrammatic 
Statements and dos and don’t s, of which some may be new to the 
average student, but most are familiar enough to a student of any 
school where there is a wide selection of clinical teachers. Such 
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Met behulp van °’n span gesondheidsinspekteurs en Bantoe- 
helpers is die hele gebied van die Laeveld waar malaria endemies 
voorkom, deurkruis en al die hutte herhaaldelik elke somer met 
D.D.T. bespuit. Op hierdie wyse is, verskeie kere jaarliks, 417,000 
hutte deurgewerk. Daarnaas is alle gevalle grondig behandel om 
verdere bronne van aansteeklikheid uit te skakel. Ten slotte is 
die broeiplekke van die Anopheles-muskiet met parafien en D.D.T. 
besproei. Dit was ’n tydrowende werk daar die eiers gewoonlik 
in modderpoeletjies soos in kar- of beesspore gelé word. Hierdie 
werk moes telkens na die reéns herhaal word. 

Met hierdie drievoudige veldtog, nl. bespuiting van hutte, 
besproeiing van broeiplekke en uitskakeling van infeksiebronne, 
is reeds binne enkele jare ’n fenomenale sukses behaal. Malaria 
is op hierdie wyse oor ’n gebied van 50,000 vk. myl met ’n be- 
volking van 1-3 miljoen byna totaal uitgeroei, sodat binne 5 
jaar en teen die koste van ’n halfmiljoen pond die Transvaalse 
provinsie as *n kunsmatige land-eiland in vergelyking met die 
omliggende gebiede van die siekte gesuiwer is. Deur die gebied 
woonbaar te maak, is byna ’n S5de provinsie aan die Unie toege- 
voeg. 

Toegepaste wetenskap, organisasie en toewyding het hierdie 
prestasie moontlik gemaak. Ter erkenning van hierdie dienste 
aan die land is dr. Annecke verlede jaar ’n ere-doktersgraad in 
medisyne deur die Universiteit Pretoria toegeken. 

Malaria, een van die bedreigings, is feitlik uitgeskakel; bil- 
harzia, die minder dramatiese maar nog meer wydverspreide en 
toenemende siekte, bly nog oor. Dr. Annecke was besig om 
vraagstukke in verband met die beheer van hierdie siekte aan te 
pak toe hy plotseling deur die dood weggeruk is. 

Met sy rasse ontwikkeling op alle terreine staan ons land nog 
voor baie groot gesondheidsprobleme maar ons is daarvan oortuig 
dat ander landseuns na vore sal tree om, soos wyle dr. Annecke, 
die vraagstukke te help oplos. 

Die prestasies van wyle dr. Annecke is ‘n baie mooi voorbeeld 
van wat *n Staatsamptenaar vir sy land kan verrig. By hom was 
die indiwidu as sulks of eie belange nie die belangrikste oorweging 
nie, maar wel die welsyn van die gemeenskap as ’n geheel en aan 
die vervulling van hierdie ideaal het hy sy hele professionele 
lewe gewy. 


THE LATE MRS. MARJORIE COLLIS 


Dr. Lewis S. Robertson, President of the Southern Transvaal 
Branch of the Medical Association of South Africa, writes: 

The Southern Transvaal Branch of the South African Medical 
Association, has suffered a great loss in the death on 2 September 
1955 of Mrs. Marjorie Collis, the Executive Secretary of the 
Branch for the past 6 years. 

Mrs. Collis had a remarkable grip of Association affairs and 
always gave of her best. At all times she was most cooperative 
and pleasant, and invariably able to furnish information to incessant 
enquiries. Although suffering from indifferent health for the past 
year, Mrs. Collis bravely carried on with her duties in spite of 
obvious suffering on many occasions. Her departure will leave 
a great void which will not be easy to fill. 

The Branch’s sympathy goes out to all members of her family. 


BOEKRESENSIES 


books are of most value to the author’s own students. Divorced 
from a knowledge of his personality and methods they become 
far less meaningful. 

In this particular book there is much dogmatism, some of which 
may be misleading, at least to the junior student. On page 9 the 
rhetorical question ‘What is the symptom of heart failure?’ is 
answered in 3 lines: ‘Dyspnoea on exertion. If the patient’s com- 
plaint does not include this symptom, then the trouble for which 
he is consulting you is not heart disease’. That ischaemic cardiac 
pain may be the presenting symptom is not mentioned. In fact, 
there is virtually no mention of pain of cardiac origin in the chapter 
on the Heart. Other dogmatic statements include: ‘The child 
who wakes every morning feeling sick, is excused school, vomits 
and an hour later is well and lively is not trying to get off school 
but has a brain tumour’ (p. 41). ‘A clear urine should be centri- 
fuged only when real tuberculosis is suspected’ (p. 59). “The 
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blood pressure is always raised in acute nephritis’ (p. 63). “The 
cause of the pain (of headache—intracranial causes) is increased 
intracranial pressure’ (p. 124). 

The book is not intended as a text-book of Medicine, but certain 
omissions are notable. In the section on infective hepatitis (p. 84) 
there is no mention of the examination of the urine. There is no 
mention of acute porphyria as a cause of colour change in urine 
(p. 61). The importance of attempting to assess the tightness of a 
mitral stenosis is not mentioned, and psychoneurosis receives 
practically no attention. 

This book cannot be regarded as a bedside manual or student's 
handbook. It is a pleasant go-to-bed story for a senior student 
who already has enough background knowledge of clinical medicine 
not to be misled by dogmatism and important omissions. It adds 
another point of view and another approach to those he already 
has. 

G.A.E. 


KINNIER WILSON’S NEUROLOGY 


Neurology. By S. A. Kinnier Wilson, M.A., M.D., D.Sc. (Edin.), 
F.R.C.P. Second edition. Edited by A. Ninian Bruce, F.R.C.P 
(Edin.), D.Sc. (Ed), M.D., F.R.S. (Edin.). Three volumes. 
Pp. 2060 xxviii, with 279 figures and index pp. 152. London: 
Butterworth and Co. (Publishers) Ltd., South African Office— 
Butterworth & Co. (Africa) Ltd., Durban. 1954. 


Voviume |. Pp. 702 +xiii. 83 figures. Index, pp. 31 


Contents: 1. Toxi-Infective Diseases of the Nervous System. 2. Venereal and 
Tuberculous Diseases of the Nervous System 

VoLumeE 2. Pp. 649+ viii. 113 figures. Index, pp. 22 

Contents: 1. Special Forms of Toxi-Infections of the Nervous System. 2. Special 


Forms of Toxicosis of the Nervous System 
Disorders. Familial and Non-Familial 
States 

Voiume 3. Pp. 706+ vii. 83 figures. General Index, pp. 99 

Contents: 1. Disorders of Vascular Origin. 2. Metabolic and Deficiency Disease 
States. 3. Disease Conditions of Uncertain Nature. 4. Tumours of the Nervous 
System. 5. The Neuroses 


3. Degenerative or Toxi-Degenerative 
4. Congenital Anomalies and Disease 


When the Ist edition of this work appeared in 1940 it was almost 
universally hailed with unstinted approval as the most complete 
account of its subject in the English language and quite in the 
tradition of the famous Gowers’ and Oppenheim’s texts. There 
can be no doubt about the status of Kinnier Wilson as a great 
clinical neurologist who himself contributed much that was original 
to the story of his subject and whose writings and descriptions 
of clinical states illuminated a great many obscurities. As a teacher 
he was always stimulating and clear, even though at times a little 
unorthodox; thoroughly grounded in the voluminous world 
literature on neurology, he was never at a loss for a reference, 
which he was able to select with a discrimination and a flair for 
a well-turned phrase that betokened more than a merely technical 
interest in the subject. In his magnum opus, published posthum- 
ously, there was reflected all the many facets of his knowledge 
and interest, and to the esoteric even some glimpses of his per- 
sonality. One could admire wholeheartedly the many magnifi- 
cently written descriptions of clinical syndromes, the wide clinical 
knowledge of the subjects discussed, the quite remarkable citations 
of source-material and the over-all encyclopaedic character of 
the great work, withal the notable omissions occasioned by the 
fact that his premature death precluded the personal preparation 
of the work for the publisher. It is not surprising that the volumes 
were in great demand and soon ceased to be in print, thus neces- 
sitating a reissue which now appears as a 2nd edition, in a some- 
what different format and in 3 volumes instead of the previous 
2-volume edition. 

And this brings us to the crucial matter of the importance of 
the editorial function; it might be thought that all that is necessary 
is to take the available material and put the book together in a 
sensible way, but even in this limited respect a careful reading 
of these volumes shows that the editing has been carried out in a 
desultory and disorderly manner and consists almost exclusively 
of a few random additions at the end of the author’s original 
paragraphs on a subject, or occasionally a minor interpolation 
in the text. I except here the notable addition of a chapter on the 
aphasias specially written by Russell Brain and which will be 
considered later. 
editorship when dealing with the progressive science and art of 
medicine or any of its special branches, including neurology. 
The advance of knowledge has changed the outlook and horizon 


MEDICAL 


This is certainly not a good enough piece of 
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of the neurologist, no less than that of the physician working 
in any other sphere, and the 15 years between the two editions 
has brought more, much more, to neurology than is reflected 
in the differences between these two editions. 

It is true that the minute descriptions and analyses of nervoys 
diseases. their correlation with histological changes, their relation- 
ship to studies in neuro-anatomy and neurophysiology are im- 
portant and have contributed much to medical knowledge and 
to the clinical worth of the neurologist as a medical practitioner. 
and there is equally no doubt but that more than a century of 
nosography has left too many problems unsolved and it is only 
in the last two decades that new approaches, different Orientations, 
are beginning to offer promise of major advances in our under- 
standing of some of the complex dynamic functions of the various 
nervous structures and their group and total activity. It is in the 
field of biochemistry, the physico-chemical activities of the nerve 
cells, their metabolism, the enzymatic processes, that the greatest 
advances will be found; one need only mention the condition 
hepatolenticular degeneration, the disease so ably described by 
Wilson himself in 1912, in which the basic pathogenesis has been 
shown to be a metabolic disturbance and not to be comprehended 
under the vague term ‘degeneration’. Again the new techniques 
in the field of electrophysiology are full of promise and import: 
all these matters must surely receive more than casual and brief 
mention in any modern system of neurology. 

Volume 1 deals with toxi-infective diseases, including venereal 
and tuberculous diseases of the nervous system. Comment must 
be made on the general inadequacy of the details of antibiotic 
therapy in the various meningitides, and the whole subject of 
intrathecal therapy requires much consideration, both as a general 
and a special problem. To deal with a condition like anterior 
poliomyelitis in terms of literature dating up to 1932 is an illus- 


tration of inadequate editing. Other major defects in this volume, 


may be mentioned: The Guillain-Barré-Landry syndrome is not 
considered in any detail. Diabetic neuritis has no reference later 
than 1931. While not a common condition, the relative importance 
of the metabolic disturbance porphyria (Why still call it haemato- 
porphyrinuria ?) in its relationship to nervous disease merits more 
discussion than is here given, and surely the work of Rimington 
and his colleagues in this field must be mentioned. 

Surprisingly, one finds herniations of the nucleus pulposus 
dealt with under ‘neuritic lesions of individual nerves’ and here 
cervical spondylosis (this word is not used) and cervical myelo- 
pathy receive a scant 16 lines, a thoroughly unsatisfactory piece 
of writing. The treatment of polyneuritis still mentions the use of 
salol, beta naphthol, strychnine and the spark from the static 
machine. Why? Need the book be burdened with long details of 
arsenical and mercurial treatments for neurosyphilis, and try- 
parsamide especially has long since been removed from the thera- 
pists’ stock. 

Volume 2 is divided into 4 parts dealing with special forms 
of toxi-infection, toxicosis, degenerative disorders and congenital 
anomalies. Here again one must deprecate especially the editor's 
retention of tedious dissertations on long-outmoded therapies: 
Is it wise to recommend highly the use of arsenic in Sydenham’s 
chorea? And surely the application in this or any other disease 
‘of a rubber band round the neck for 2 hours every day tightly 
enough to cause moderate cyanosis’ is ludicrous, let alone posi- 
tively dangerous. If one is writing a history of therapy in neurology 
then these, and others like intrathecal horse serum, may have 
their place as oddities, but they should be expunged from a book 
published in 1954. 

In the article on haemorrhagic disease of the newborn there 
is no mention of the Rhesus factor, a serious omission. The 
chapters on the Alzheimer-Pick diseases have no reference to the 
very important monograph on the subject by Sjogren, Sjogren 
and Lindgren. 

The article on the myopathies does not consider the problem 
of myositis especially in relation to the so-called late, or meno- 
pausal, muscular dystrophies. Some place too should have been 
found for a discussion on electromyography as an investigative 
and diagnostic technique, and its value in differentiating my0- 
pathic from myelopathic disorders mentioned. The very important 
collagen diseases which so often affect the nervous system are 
poorly, if at all, handled. 

Volume 3 has 5 parts and the Index, the latter being a great 
improvement on the Ist edition. Disorders of vascular origin, 
metabolic and deficiency states, conditions of uncertain nature, 
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tumours of the nervous system, and the neuroses, are all dealt 
with in this final volume. ; i 

The first part deals with disorders of vascular origin in a fairly 
conventional fashion. In writing about the effects of cerebral 
anaemia the effects and hazards of surgical procedures carried 
out under artificial hypotension should have been discussed. 
Cerebral thrombophlebitis not seldom occurs during the puer- 
perium but we are not told this; the clinical symptomatology of 
internal-carotid-artery thrombosis is very incomplete; there is no 
description of the clinical syndromes produced by lesions of special 
vessels. Reading about intracranial vascular anomalies one gets 
the impression that traumatic arteriovenous aneurysm is the 
commonest and most important. The recommendation of repeated 
jymbar puncture in the treatment of subarachnoid haemorrhage 
s deplorable. Chronic subdural haematoma, an important illness 
in practice, receives Only passing mention; and arteriography is 
surely not as complicated and dangerous a procedure as is sug- 
gested. ; 
~ In this part of the 3rd volume there is a chapter of 70 pages on 
aphasia, apraxia and agnosia, independently written by Sir Russell 
Brain to fill a major omission in the Ist edition. After an excellent 
comprehensive historical review he proceeds to consider the 
psychophysiology of speech and its disorders in a succinct yet 
masterly fashion, and even though he may at times veer to the 
side of the ‘localizationists’ he keeps his discussion on a very 
practical level and never loses sight of the fact that essentially 
language is a function of mentation. This is a most valuable and 
welcome addition to the book. 

The chapter on the epilepsies has dated considerably and should 
have been largely rewritten; out of 70 pages only 16 lines are 
devoted to electro-encephalography, while all but two pages deal 
with the treatment of epilepsy with bromides (Are they still used 
to any extent at all?) and other drugs receive scanty mention. 
In the treatment of status epilepticus paraldehyde is better given 
by the intramuscular than by the recommended rectal route. 
The surgical treatment and Penfield’s major contributions in the 
understanding of so many aspects of this fascinating problem 
are not dealt with at all. Another chapter which should have 
been considerably re-edited is the one on cerebral tumours; neuro- 
surgical advances deserve better handling than is here given to 
the whole subject of intracranial space-taking masses. Secondary 
deposits are mentioned, but nowhere can one find any mention 
of the interesting neuropathies secondary to pulmonary and 
ovarian and perhaps other cancers. 

The last part deals with the neuroses, so called, and is very 
largely a collection of historically interesting data mostly about 
eponymous diseases which seem either to have disappeared or to 
have found their place in some better organized system of classifi- 
cation. Such matters are best dealt with by a neurologist well 
grounded in basic psychopathology, or a psychiatrist with neuro- 
logical training and experience. 

Having made all these criticisms, and this edition has been a 
major disappointment to your reviewer, One must conclude by 
saying that despite its many defects it remains a monument to a 
great neurologist who was capable of expressing his views in an 
attractive fashion. Many of the detailed descriptions of clinical 
disorders are still unrivalled in their excellence and the volumes 
will always be treasured for these alone. One can understand the 
attitude of the editor who wished to retain the original character 
of the work and to leave it still very much the magnum opus of 
Wilson. Would it then not have been better to have issued a re- 
print with an addendum on recent advances? 

Those who have the Ist edition will not need this newer one 
but every neurologist must have at least one of the editions on his 
own library shelf. S.B. 


DISEASES OF THE LIVER AND BILIARY SYSTEM 


Diseases of the Liver and Biliary System. By Sheila Sherlock, 
M.D. (Edin.), F.R.C.P. (Lond.). Pp. 720 + xv, with 198 illus- 
trations. 50s. Oxford: Blackwell Scientific Publications. 1955. 


ntents: 1. Anatomy of the Liver. 2. Biochemistry of Liver Disease. 3. Needle 
B psy of the Liver. 4. The Haematology of Liver Disease. 5. Hepato-Cellular 
Failure. 6. Treatment of Hepato-Cellular Failure. 7. Portal Venous Systems and 
Portal Hypertension. 8. The Hepatic Artery and Hepatic Veins. 9. Acute Virus 
Hepatitis. 10. Nutritional Liver Disease. 11 Hepatic Cirrhosis. 12. Haemochro- 
matosis. 13. Hepatolenticular Degeneration. 14. Acute Obstructive Jaundice 
!>. Chronic Obstructive Jaundice. 16. The Liver in Circulatory Failure. 17. The 
Liver in Metabolic Disorders. 18. Jaundice in Infancy. 19. The Liver in Pregnancy 


20. Haemolytic Jaundice. 21. The Liver and Diseases of the Reticuloendothelial 
System. 22. Infections of the Liver. 23. Cysts of the Liver. 24. Hepatic Tumours. 
25. Toxic Liver Injury. 26. The Anatomy, Physiology and Investigation of the 
Biliary Tract. 27. Congenital Anomalies of the Biliary Tract. 28. Gall-stones and 
their Complications. 29. Benign Stricture of the Bile Ducts. 30. Extrinsic Pressure 
on the Bile Ducts. 31. Tumours of the Gall-bladder and Bile Ducts. 


In the post-war years Dr. Sherlock has acquired a notable reputa- 
tion both as a research-worker and as a teacher. In this, her new 
volume on hepatic disease, her capacity for clear thinking has béen 
well illustrated, for she has provided a very lucid, readable exposi- 
tion of the subject. From the start, the author stresses the funda- 
mental changes in morphology and function which accompany 
liver disease, and each individual condition is then considered in 
relation to these basic alterations. An early chapter is devoted to 
the biochemical aspects of liver disease; whilst this is not discussed 
in minute detail, there is sufficient information to permit of an 
easy understanding of modern methods of diagnosis and treatment. 
It is interesting to compare this volume with that produced last 
year by Spellberg. The latter is far more detailed and forms an 
excellent reference volume; Sherlock’s book is shorter, simpler, 
and sells for one-third of the price; it is, without doubt, destined 
to have a more popular appeal. It deals with its subject in a pleasant, 
unpretentious manner; the style is terse and yet easy to read; 
and numerous excellent diagrams and photographs enhance the 
lucidity of the text. 

Sherlock’s volume is not a large one; yet it covers almost every 
important aspect of liver disease. There are, even, several chapters 
on gall-bladder and biliary-tract affections, which are not generally 
discussed in a text-book of this nature. Dr. Sherlock is to be 
commended for not wishing to separate this subject from that of 
intrinsic liver disease. 

In a volume of this size, it is not surprising that one finds an 
occasional omission or over-simplification. But these are infre- 
quent and on the whole not of great consequence, and they 
cannot detract from the merits of the book, which your reviewer 
recommends to all. 


R.H. 


NEUROLOGY, PSYCHIATRY AND NEUROSURGERY YEAR BOOK 


The Year Book of Neurology, Psychiatry and Neurosurgery 
(1954-1955 Year Book Series). Edited by Roland P. Mackay, 
M.D., S. Bernard Wortis, M.D., Percival Bailey, M.A. and 
Oscar Sugar, M.D. Pp. 619, with 97 illustrations. $7.00. Chicago: 
Year Book Publishers, Inc. 1955. 


ontents: Neurology: 1. Introduction. 2. Anatomy. 3. Physiology. 4. Pathology. 

Infectious Diseases. 6. Vascular Disturbances. 7. Degenerative Diseases. 
8. Metabolic Disorders. 9. Convulsive Disorders. 10. Exogenous Toxins. 11. The 
Neuropathies. 12. Diagnostic and Therapeutic Methods. Psychiatry: 13. Intro- 
duction 14. General Topics 1S. Psychosocial Medicine (Social Psychiatry). 
16. Psychophysiologic Studies. 17. Electroencephalographic Studies. 18. Child 
Psychiatry 19. Mental Deficiency. 20. Schizophfenia; Affective Disorders; 
Miscellaneous Psychotic Reactions. 21. Organic Disorders (Acute and Chronic 
Brain Syndromes). 22. Psychosomatic Disorders and Psychoneuroses. 23. Military 
Neuropsychiatry. 24. Psychiatric Medicolegal Studies. 25. Therapy. Neurosurgery: 
26. Introduction. 27. Lobotomy. 28. Hemispherectomy. 29. Epilepsy. 30. 
Stereotaxia 31. Hyperkinesia 32. Angiography 33. Ventriculography. 34. 
Anesthesia. 35. Hypotension. 36. Hibernation. 37. Hemorrhage. 38. Trauma 
39. Abscess. 40. Tumor. 41. Roentgen Treatment. 42. Aneurysm. 43. Spinal 
Canal. 44. Trigeminal Neuralgia. 45. Herniated Disks. 46. Malformations. 47. 
The Sympathetic. Miscellaneous. 


5 


Each year brings a new volume with this title in the Year Book 
series and it is received every time with a great deal of pleasure 
and profit. The introductory editorial discussion on each section, 
the numerous editorial comments on a great number of the ex- 
tracted articles, the diligence and thoroughness with which they 
are chosen and summarized all go to make this book an invaluable, 
and indispensable aid to the specialist, be he neurologist, neuro- 
surgeon or psychiatrist. To make special comments on the detailed 
contents is impossible and unnecessary but it is interesting to note 
that porphyria, considered an extremely rare disease though not in 
South African experience, has two summarized articles; the 
increasing importance of cerebral angiography is evidenced by 
the fact that some 21 pages are devoted to it and one agrees fully 
with the editorial comment that it causes very little trouble if 
carried out with the proper technique and if it is generally avoided 
in persons over 50 with arteriosclerosis. 
4 thoroughly dependable and satisfactory annual that is a mine 
of information. 
S.B. 
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OLD AGE 


Medical Problems of Old Age. By A. N. Exton-Smith, M.A.., 
M.D. (Cantab.), M.R.C.P. Pp. 331, with 17 
30s. Bristol: John Wright & Sons Ltd. 1955. 


illustrations. 


Contents: 1. The Clinical Implications of Ageing. 2. The Principles of Diagnosis 
in the Aged 1. History, Common Symptoms, General Observation 3. The 
Principles of Diagnosis in the Aged: I. The Evaluation of Physical Signs. 4. Main- 
tenance of Health. 5. Some Practical Considerations in Home Care. 6. The 
Principles of Rehabilitation in the Elderly. 7. Rehabilitation: The Patient with 
Hemiplegia. 8. Some Problems in Medical and Nursing Care. 9. Surgery and 
Anaesthesia in the Aged. 10. Disorders of the Cardiovascular System: I. Heart 
Disease. 11. Disorders of the Cardiovascular System: Il. Hypertension: Arterial 
and Venous Disorders. 12. Disorders of the Respiratory System. 13. Disorders 
of the Central Nervous System. 14. Disorders of the Alimentary System. 15. Dis- 
orders of the Locomotor System. 16. Endocrine and Metabolic Disorders. 17. Dis- 
orders of the Blood. 18. Disorders of the Urinary System. 19. Mental Disorders 
Indices 


The aim of geriatrics must be to promote health, to prevent illness 
and when possible to treat illness in the home. Dr. Exton Smith's 
book gives an excellent account of how to achieve this aim, an 
account whose accuracy is based on considerable personal experi- 
ence, 

He stresses the two opposing types of change associated with 
aging—evolution or growth, and involution or atrophy—the 
latter taking predominance as age increases; and the important 
differences in signs and symptoms occurring in the young and in 
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the old. For example, in the old multiple diagnoses are common, 
the pain threshold is altered, and symptoms such as dyspnoea 
are often masked by inactivity. The public-health aspect is fully 
dealt with and one is reminded of the importance of factors like 
dietary inadequacies, loneliness and idleness and their effect on 
the mental state; and the extreme importance of rehabilitation, 

Surgical problems in the elderly, it is felt, should be treated as 
in any other age-group excepting that less sedation should be used 
and stress must be laid on post-operative physiotherapy and 
ambulation. 

Chapters on the heart, respiratory, alimentary and nervoys 
symptoms bring out many points. Examples are: Myocardial 
infarction on the whole is borne well by the elderly, and prolonged 
bed rest is neither necessary nor desirable. Bronchitis and emphy- 
sema are the outstanding chest complaints, sometimes masking 
other conditions, and pulmonary tuberculosis may occur with 
few symptoms. In the nervous system changes in the blood vessels 
and normal evolution account for most disorders. Anaemia js 
not a feature of normal old age, though some cases may be related 
to malnutrition. Mental disturbances of all types, organic, func- 
tional and toxic, are found. 

This book should be of considerable help to all medical men 
who deal with the elderly and, though one feels that parts of it 
could have been condensed, much useful and original information 
is obtained in it. 

J.M.W, 


CORRESPONDENCE : BRIEWERUBRIEK 


FEES PAID BY MEDICAL SOCIETIES 


To the Editor: Your correspondent Fair Play,’ who had difficulty 
with a medical aid society, has raised the corner of the lid of a 
variegated stew-pot. 

In my own experience, the administration of medical aid funds 
appertaining to the industries is above reproach, and medical men 
should have few complaints. It is with funds serving the white- 
collar middle-class employee that one hears grumbles from mem- 
bers: (a) Benefits are not commensurate with contributions, and 
members have to pay too large a proportion of medical expenses, 
including the whole of the pharmacist’s bill; (45) administration 
costs are too high, and include too high salaries paid to too many 
(redundant) high officials. 

In this connection there is a medical aid society with a high- 
sounding name in which it has been ascertained beyond doubt that 
the running costs amount to 40°, of the gross receipts from 
members, i.e. before any medical benefits are paid out. A woman 
employed in the office of a large firm was told that she was compelled 
to join this medical aid fund. One of the directors of her firm is 
also a director of this medical aid society. 

Recently I had to examine the wife and 3 children of an employee 
of a nation-wide organization prior to their becoming members of 
the firm’s sick fund. The fee remitted to me after some months was 
10s. 6d. The medical questionnaire was identical with that for a 
major insurance policy. 

Perhaps some medical aid societies are arbitrary or acquisitive 
in their dealings. If faults are manifest to medical men they are 
probably more evident to the members themselves. It is surely the 
duty of the central medical organization to see that the public get 
a square deal. If there are no stipulations by the profession what 
constitutes a square deal towards members these should be created. 
A sine qua non should be a stipulation what proportion of the 
receipts the administration costs should constitute, and also what 
profit should accrue, and to whom. A medical aid society run by 
people who have the interests of members at heart is not likely to 
deal high-handedly with the professional man who treats the 
members. 

G.P. 
Cape Town 
September 1955. 


THREE POSSIBILITIES SUGGESTED 


To the Editor: Fair Plav’s experience with medical! aid societies ' 


is paralleled by most of his colleagues. In fairness to the secretaries 


of medical aid societies, who genuinely do not understand the 
nuances of the doctor-patient relationship, it must be stated that 
the better known companies (they are all, basically, insurance 
companies) do try to help medical service in South Africa ‘according 
to their lights’—and there lies the snag, as I have gathered over a 
year’s correspondence. It is not possible to preserve ethical care of 
the financing of the national and individual health ‘according to 
the lights’ at present dominating the policies of the medical aid 
societies. There are (as I see it) 3 possibilities: 

1. The rationalizing and monopolizing of all (or sufficient) paid 
medical service by a single combine. This would cut down on 
wastage, competitive price-cutting, the provision of ever-increasing 
amenities. and the relatively high ‘overhead expenses’ resulting 
from the existence of several staffs where one would suffice. This 
could only be achieved by the virtual elimination of private practice, 
and the provision of a certain dead-level of medical service. Both 
medical officer and patient-member would be at the mercy of the 
company’s directives. 

2. Bankruptcy through competition and ‘overhead expenses’, 
which would force the State to ‘take over’ and stabilize socialized 
Medicine. Some of your readers might care to re-read Hilaire 
Belloc’s Servile State. 

3. Recognition that the proper status of the medical aid society 
is that of an insurance company intended to aid the patient with 
medical expenses, which he has not the fore-sight to provide for 
himself, more cheaply. 

No medical aid society (or its representative) has the right to act 
as agent between doctor and patient. It is not ethical, and is clean 
contrary to traditional relationship and responsibility. Some of us 
have solved the problem by providing the patient (on our own 
account-forms) with statements of treatment and visits. which he 
is at liberty to communicate to his medical aid society as he pleases. 
The society, in turn, pays Aim its agreed proportion of the fees. 
The doctor signs no forms, and has no dealings with the society, 
save as courtesy demands; all arrangements between patient and 
doctor remain personal, both retaining their independence. I have 
found all the better companies willing to cooperate. 

K. Doherty 
‘Rosebridge’, 
Main Road, 
Rosebank, C.P. 


3 September 1955. 


1. Fair Play (1955): S. Afr. Med. J. 29, 852 (3 September). 
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